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The distribution of ‘Chloromycetin’ (Chloramphenicol, P., D. & Co.), 
the first antibiotic to be synthesized on a practical basis, is now controlled by the 
Ministry of Health through the Regional Hospital Board centres that previously 
distributed streptomycin. 

The use of ‘Chloromycetin’ has been restricted by the Ministry of 
Health to the treatment of the following conditions :— 

Suspected cases of ornithosis, proved cases of undulant fever (brucell 

osis), lymphogranuloma inguinale, typhoid fever, paratyphoid fever (severe) and 
septicaemia. 

These categories are under constant review, however, and may be added 
to from time to time in the light of current expert advice. 

The Medical Department of Parke, Davis & Co. ‘:as accumulated 
considerable data on the clinical application of ‘Chloromycetin ’, and will be pleased 
to supply information on request. 


PARKE, DAVIS & COMPANY 


HOUNSLOW, MIDDLESEX Telephone: HOUnslow 2361 Inc. U.S.A., Liability Lid, 


‘RADIOMULSIN? 


Radiomulsin provides the most important 
vitamins in the proportions most generally 
useful for the correction of vitamin dietary 
deficiencies. 

It is a fluid preparation miscible with any type 
of infant feed and may also be administered 
undiluted or added to milk or other drink. Its 


A balanced vitamin emulsion 


pleasant flavour appeals to older children and 
adults. 

Each teaspoonful contains vitamin A 2500 i.u., 
aneurine hydrochloride (vitamin B,) 0.75 mg., 
riboflavine (vitamin B,) 0.5 mg., nicotinamide 
7.5 mg., ascorbic acid (vitamin C) 15 mg. and 
calciferol (vitamin D,) 1000 i.u. Bottles of 4 
and 16 fl. oz. Literature and samples on request. 


THE BRITISH “DRUG HOUSES LTD. (Medical Department) LONDON N.1 


TELEPHONE: CLERKENWELL 3000 


TELEGRAMS: TETRADOME TELEX LONDON 
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STERILIZE feeding 


The Milton method is the safe and simple way to ensure b [ 
ottles 


infection-free bottles and teats, protected between 

feeds from flies, dust, dirt and breaking. Milton 

is stabilized 1% electrolytic sodium hypochlorite, a na 
non-poisonous and a powerful germicide. 


write to:—The 
Chief Bacteriologist, 
Milton Antiseptic Ltd. 

Milton House, 


| Ribena is being increasingly prescribed in the treatment of 
Peptic Ulcer because controlled‘ clinical tests have clearly 


indicated that natural vitamin C, in the form of black- 
y ~ currant syrup, accelerated disappearance of symptoms and 


X-ray evidence of ulcer. Detailed information on this work 


currants with sugar, in the form of a delicious syrup. Being 
freed from all cellular structure of the fruit, it will not upset 
lit the most delicate stomach. It is particularly rich in natural 


"hn. a will be gladly sent to physicians. 
Ribena Ribena is the pure undiluted juice of fresh ripe black- 
e 


vitamin C (not less than 20 mgm. per fluid ounce) and 
associated factors. 


(RIBES NIGRA) 


BLACKCURRANT SYRUP 


H. W. Carter & Co. Ltd. (Dept. 5.N), The Royal Forest Factory, Coleford, Gios. 
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INTERIOR CLEAN 


Hie... 
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Comprox is the modern made-for-all-work detergent—equally efficient in hard or soft 
water — non-poisonous, non-irritant — safe on fine fabrics and highly glazed surfaces 
—deadly to grease and difficult stains. Public authorities find Comprox gets through 
scores of chores, from furniture and floor cleaning to washing-up and washing clothes. 


They say it’s a great saving when this one detergent does so many jobs so well. 


Comprox users find all floors cleaner, carpets brighter, 
whether hand-done or machined. Cleaners find Comprox GET IN TOUCH TO-DAY with 
easy to use and they like its pleasant odour. 


CANTEENS AND RESTAURANTS 
Kitchen staffs say greasy pots rapidly come clean — glasses BEAUFORT HOUSE, GRAVEL LANE, LONDON, E.1 
sparkle. Just a little Comprox and hot water! They add 53, BOTHWELL STREET, GLASGOW, C.2 
Comprox to spread disinfectants further — Comprox keeps II, ST. JOHN’S SQUARE, CARDIFF. 
the whole place clean. NO. I, THE CRESCENT, SALFORD §, MANCHESTER. 

LAUNDRIES AND PUBLIC BATHS They will gladly arrange a FREE TRIAL on request. 
Regular users of Comprox find it washes all fabrics quickly, COMPROX 4 marketed by 
safely, thoroughly —— specially suitable for woollens, over- : 
alls and dungarees. They find it most effective, too, for 
cleaning tiled, enamelled and other surfaces in public 
baths, lavatories and washrooms. 


IRANO PRODUCTS LIMITED 


at the nearest of these supply centres :-— 


IRANO PRODUCTS LIMITED, 
which is a wholly-owned subsidiary of 
ANGLO-IRANIAN OIL COMPANY, LTD. 


resu 
| _ OMPRUAT 
| 


Should milk foods 
for infants approximate 
to breastmilk? 


Although many substitute milk foods are taken by 
infants with apparent success, it is a fact that nature 
has prescribed only one food to suit an infant’s specific 
nutritional requirements— human milk, 

It follows that the most logical substitute is that which 
achieves the closest approximation to breast milk. 
Substitutes are based on cow’s milk, which has 
similar constituents to human milk but in very different 
proportions. This means that a close similarity to 
breast milk can only be secured by breaking down cows’ 
milk into its constituents and then re-assembling these 
in the proportions found in breast milk. 

The manufacturers of Humanised Trufood do this 
by a process which adjusts the soluble and insoluble 
protein to breast milk ratios, and provides a balance of 
nutrients similar to human milk. Spray-drying at a 
low temperature then ensures that the fat is in a finely 
emulsified state. Simpler methods may enable a sub- 
stitute to be produced more cheaply, but cannot bring 
about the approximation to human milk found in 
Humanised Trufood. 


BREASTMILK COW'S MILK 


PUBLIC HEALTH, April, 1950 


Practitioners are sometimes in doubt 
whether a preparation may be 
prescribed on Form E.C.10. 


FOR SUCCESSFUL 
BREAST FEEDING 


MAY BE PRESCRIBED 


on Form E.C.I0 
when circumstances justify 


Samples for clinical trial and specially reduced prices 
from Infant Welfare Dept., Lactago! Ltd., Mitcham 


| | oe 


PROTEIN 


CARBOHYDRATE 


Note the similarity between Humanised Trufood and Breasty..!/ 
and the contrast of both with cow’s milk. 


THERE ARE cee, SUPPLIES 
F TRUFOOD AVAILABLE 


Medical practitioners, nurses, and others interested in infant 
welfare are invited to send enquiries relating to substitute 
foods and kindred subjects to 


TRUFOOD 


PROFESSIONAL INFORMATION 
BEBINGTON, CHESHIR 


TFO Si-1166 


OFFICIAL JOURNAL OF THE CENTRAL COUNCIL 
FOR HEALTH EDUCATION 


Better Health 


Officially adopted by over 150 Local Authorities. 


Published monthly at 3d. (post free 34d.). 
Annual subscription 4s. post free. 
Quantities are supplied for distribution by Local 
Health and Education Departments at the special 
price of £6 per 1,000 copies and pro rata, plus 
carriage on quantities of less than 500. 


All letters relating to the Editorial and Advertising 
Departments of BETTER HEALTH should be 


addressed to :— 


72/78, FLEET STREET, LONDON, E.C.4 
Telephone : Telegrams : 


Central 5574 (2 lines). ‘*Phonema, Fleet, London.”’ 
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BREAK POINT CHLORINATION 


of Swimming Bath Water 


ENSURES: 
More rapid and complete sterilisation 
Sparkling water of excellent colour 


More pleasure and comfort for bathers 


For technical advice, consult | Cc | 
IMPERIAL CHEMICAL INDUSTRIES LTD., LONDON, S.W.! 


CH.10 


Optulle 


Optulle is a wide mesh gauze impregnated 
with Balsam of Peru in Petrolem Jelly Base. 
Optulle is the ideal dressing for lesions of 
the skin. Optulle soothes, heals, needs in- 
frequent changing and is easily removed 
without pain or injury to fragile healing 
tissues. 


An excellent first-aid dressing, Optulle can be 

used for prolonged periods if necessary in indolent 
ulcers for it does not injure or render moist surrounding 
tissue. 


Sulphona-Cream contains 10°, Sulphanilamide in 
paraffin lanoline water emulsion. When infection is 
suspected or present Sulphona-Cream should be 
spread over the injured or infected area, and if 
necessary covered by a gauze dressing. Sulphona- 
Cream is available in tubes, maintains sterility and is 
ready for use. Sulphona-Cream can be used for just 
sufficient time to prevent or heal infection and then 
treatment continued with Optulle, thus preventing 
any risk from prolonged use of sulphanilamide. 


ulphona-Cream 


Manufactured by OPTREX LTD., Perivale, Middlesex. 
Orders and enquiries to Sole distributors: CHAS. F. THACKRAY LTD., 10 Park St., Leeds |, & 38 Welbeck St., W.I 
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WASHING-UP IN SCIIOOLS, INSTITUJ£CNS, CANTEENS, CIVIC RESTAURANTS 


cleaner... 


Now, fewer hands can make lighter work of the day-in, day-out job of washing-up. 

. .. New petroleum-derived detergents with astonishing powers against grease and food- 
residues, extremely potent in the hardest water and free from scum formation, are bringing 

a brighter gleam to crockery, glass, cutlery, a new health-guarding cleanliness to cooking 
utensils. Behind many of these new cleaners—liquid and powder—is the chemical research 

of Shell, who provide the vital basic detergent ingredient. A new face on washing-up! 
A cleaner, healthier world. 


thanks to 
Shell Chemicals 


Write to us about your cleaning problems—we shall be glad to advise you 
whatever their nature. 


SHELL CHEMICALS LIMITED, 112 Strand, London, W.C.2 
(DISTRIBUTORS) 
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THE PARASITE 


aes 


The relation of the foetal and maternal 


nutrition should be remembered con- 

stantly. The foetus is a true parasite and will withdraw 
what it needs from the maternal host even though this 
makes serious demands on the maternal reserves. Hence 
the increased importance of iron administration in ante- 


natal and post-natal dietary. 


HEMOLAC 


This is a FULL CREAM MILK 
FOOD containing 5 grains of 
ferri et ammon cit and 800 I.U. 
Vitamin D per pint of reconsti- 
tuted food. 


PRENATALAC 


This is a FULL CREAM MILK 
FOOD containing 104 grains 
ferri et ammon cit and 800 I.U. 
Vitamin D per pint of reconsti- 
tuted food. 


The addition of HEMOLAC or PRENATALAC to the diet acts as a 
prophylactic against the nutritional anaemias. 
% Particulars of these and other Cow & Gate 


for ialized infant feeding will 
be forwarded on request. 


COW é GATE MILK FOODS 


COw & GATE,LTD 


prem 


GUILDFORD. SURREY. 
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The Effect of Diet on The 


A sound diet is important in maintaining a good condition of the skin. 
Conversely, a badly balanced diet, or one deficient in essential nutrients, may 

| cause skin trouble. Vitamins of the B complex are thought to be concerned 
with the general health of the skin, and skin lesions are characteristic of 
pellagra, a frank deficiency disease. 


Marmite is a convenient dietary source of naturally occurring vitamins of 

the B, complex ; besides riboflavin (1.5 mg. per oz.) and nicotinic acid 

(16.5 mg. per oz.) it contains folic acid, biotin, pyridoxin, pantothenic acid, 
inositol and choline. Marmite is useful for certain minor skin ailments and 
? is also valuable in the treatment of vitamin B deficiency diseases with 
i accompanying skin lesions. 


MARMITE 


yeast extract 


Jars: l-oz. &d,, 2-0z, 1/1, 4-02. 2/-, 8-0z. 3/3, 16-07, 5/9. Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


Literature on application 


m2 THE MARMITE FOOD EXTRACT CO., LTD., 35, Seething Lane, LONDON, E.C.3 


A REAL HELP TO BREAST-FEEDING Py 


When you prescribe Colact for the mother, you brighten her prospects 


of being able to breast-feed her baby. Colact is a nourishing blend of 
dried full-cream milk, cocoa, refined cane sugar and measured addi- 


tional vitamin D. Its rich milk is roller-dried—milk in its most digest- 
ible form. It is milk that mother can assimilate and enjoy (and which 
she need not share with the family). Taken regularly throughout preg- ’ 
nancy and lactation Colact is of practical assistance in encouraging 
and maintaining the flow of good breast milk. Colact has an appeal- 
ing flavour and is quickly and easily prepared—simply mixed in the 
cup with water just off the boil. 


A cup 


Issued in I-Ib, tins Special terms to Welfare Authorities 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
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The Epidemiology of Stillbirths 


There is no more fascinating problem in social medicine 
than that provided by the existence of a large annual mortality 
of babies im utero and Ian Sutherland’s commentary,* which 
combines an original statistical study with a critical analysis of 
all existing knowledge, should be an inspiration to all medical 
officers of health. Large gaps exist in our understanding of 
the aetiology of this subject. Sutherland finds himself able to 
draw ‘only broad conclusions.” He wants to see a “ careful 
pathological examination of stillbirths combined with a clinical 
history relating to the general health and physique of the mother 
and to her pregnancy and delivery.”’ He considers that ‘‘ on 
the social and environmental side there is a very wide scope for 
intensive studies,’ which must include records of age and 
parity, clinical details of type and duration of delivery, the 
primary medical cause of the stillbirth, history of previous 
pregnancies and the health of the mother, an assessment of 
nutrition, economic status, home commitments and outside 
employment, ante-natal supervision and sexual life, with a 
parallel study of a sample of live births for comparative purposes. 
It is indeed worth considering whether the Society of Medical 
Officers of Health could devise a standard enquiry in collabora- 
tion with the Royal College of Obstetricians and Gynaecologists. 


There are now 21,000 stillbirths annually. If the overall 
figure could be reduced to that recorded for London there 
would be an annual saving of approximately 3,000 ; if reduced 
to that in Denmark, an annual saving of approximately 6,000. 
As Sutherland says, in view of the declining birth rate this 
would be very worth while. As with the premature birth, the 
causation is largely obscure. ‘The male infant is more sus- 
ceptible ; the incidence increases rapidly in mothers above 25 
years of age. It is much higher in first births than second and 
the rate rises gradually above the third. It is greater with rapid 
pregnancies and in those at long intervals, in multiple births 
and in illegitimate births. There is a higher rate in mothers 
with a high rate of previous loss of infants. Such evidence as 
exists suggests that medical and biological influences are 
insufficient in themselves to account for the whole picture and 
we must seek also causes in the social and economic sphere. 
Again, it seems likely that medical and biological influences 


* Tan M. A. (Cantal. ), D. Phil. F. ‘Ss. Ss. Institute 
of Social Medicine, Oxford. Stillbirths. Their Epidemiology and 
Social Significance. pp. 93. Price 7s. 6d. net. London: Geoffrey 
Cumberlege, Oxford University Press, 


economic influences. In areas «f London where the age of 
marriage and the incidence of first births is higher th’s appears 
to counter-balance good social and economic circumstances and 
vice versa. 

Sutherland’s own contribution to this study was the analysis 
by multiple regression of two groups of areas, 83 county 
boroughs in England and Wales, and 48 English counties out- 
side London. His equation included indices reflecting ‘as 
close as possible the effects of age and parity” ; the proportion 
of occupied males in the Registrar-General’s social classes IV 
and V was added as one index of social conditions; the 
influence of adverse environmental factors was introduced 
though the mortality figure for babies aged three to twelve 
months, by the proportion of persons per room and by unem- 
ployment, both available from the census of 1931. It was found 
that the rate was associated with unemployment, poorly paid 
work and poor environment but not with overcrowding. In 
the latter respect it contrasted with the reo-natal rate, which 
was clearly affected by overcrowding, an observation which is 
in keeping with the known risks of infection to early infancy. 
Sutherland considers ‘“ the suggestion that maternal nutrition 
may have been an important factor in the war-time dieting ”’ 
accords well with the findings of the regression equations. The 
greatest decline occurred in areas with the highest pre-war 
rates but it is a little confusing to find that the bulk of the 
decline has been in the upper and middle classes; this we 
must suppose to be due “ partly to the ability of these sections 
to make the best nutritional use of the restricted food supplies,” 
with its corollary that low standards of education favour a 
continuance of bad dietary habits, and also to the possibility 
that poor nutrition in infancy may make the lower classes less 
fitted to bear children. ‘There was no convincing evidence of 
the effect of maternal employment outside the home nor of 
the effect of the quantity of ante-natal supervision as contrasted 
with quality, which is difficult to measure. Institutional 
delivery is shown to be favourable. It is hoped that health 
departments will be able to help in the further elucidation of 
this problem. 


State and Private Enterprise in Public Health 


Dr. C. Banning, Chief Medical Officer of the Netherlands 
Ministry of Social Welfare, delivered a remarkable Chadwick 
Lecture on February 14th, the theme of which deserves to be 
pondered by our own powers-that-be. He gave a general 
review of the health insurance and public health systems as 
they operate in Holland, but, as this lecture will be available 


4 
| 
| 
| 
— 


122 


in full when published by the Chadwick Trustees, we desire 
only to draw attention to the story of the development of the 
Cross Societies in his country, since they provide, on a voluntary 
contributory basis with some State subvention, most of the 
personal health and educational services in all but the large 
cities of his country, including the tuberculosis dispensary 
service. The Green Cross, which was the pioneer, and the two 
other Cross Societies, have a combined membership covering 
some 6,000,000 of the Netherlands population ; they derive 
their funds from family subscriptions ranging from about 6s. 
to £1 per annum. The key point of this organisation is the 
Cross nurse who lives in every small town and village in a 
combined house-welfare centre and carries out the functions 
of our district nurse-health visitor (the midwife in Holland is 
a separate practitioner whose services are available free to those 
in the State medical insurance scheme). 

The remarkable feature to us in the Cross scheme is that 
the majority of Dutch families are voluntary subscribers, a fact 
which indicates a high degree of public enlightenment and 
co-operativeness on health matters. This also explains the 
success of the Netherlands in showing, for 1948, an infant 
mortality rate of 28-9, a tuberculosis mortality of 2°81 and a 
general death rate of 7-4, after the stern trials of the years of 
occupation and the hardships of the winter of 1944-45. 


An Apology 

A particular apology is owed for the error by which a number 
of Metropolitan borough medical officers of health, by con- 
fusion with their former assistants who transferred to the 
L.C.C. service on July 5th, 1948, have also been credited to 
the county council in the Roll of Members for 1948-49. 

All members ere asked to forgive inaccuracies and out-of- 
date information in this volume. The material was prepared 
for a press date in about April, 1949, and only a few corrections 
could be made when final proofs were available, in order to 
avoid further serious delay in publication. 

If members will make sure of notifying all changes of appoint- 
ment and address, it is hoped that the next issue of the Roll 
will be much more accurate at the time of publication. 


People, Planning and Local Government 


At the recent conference convened by the British Social 
Hygiene Council and the Town and Country Planning Associa- 
tion to discuss the findings of the Royal Commission on Popula- 
tion, Mr. Peter Self, lecturer at the London School of 
Economics, made an interesting opening to a discussion on 
movements of population and their effects on local government 
boundaries. He ascribed many of the present anomalies of the 
local government functions to the past great movements of 
this sort, as a result of which half the peoplé of England were 
now concentrated in a few dense urban agglomerations. ‘This 
changed pattern of living had given rise to new and urgent 
needs, which the existing local government system was power- 
less to meet. 

Whatever the future movements of population are likely to 
be, all observers of the present situation in local government 
must hope that some central government will have the moral 
courage to formulate and put into effect a new plan which will 
give local authorities sufficient power and elasticity to meet 
local requirements and will restore a sense of initiative and 
responsibility. The present Minister of Health, gave as a 
reason for terminating the Local Government Boundary Com- 
mission, the eternal fact that the various types of authority 
cannot agree among themselves about reform, but, as Mr. Self 
pointed out, no one will produce a scheme which can please 
everybody and that of the Commission was likely to be no more 
unacceptable to all concerned than any other that could be 
produced. 

In a recent letter to The Times, Sir Trustram Eve has 
further pointed out his experience as Chairman of the Com- 
mission that many of the experts whom he met were in agree- 
ment about the essentials of reform, outside their “‘ official ”’ 
views. What is needed to restore vitality to local government 
is a scheme imposed by a strong hand, which will give scope 
to local initiative and will not be obstructed by vested interests, 
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A Continued Survey of Child Health and Development 


The Council of the Society, at its February meeting, sym- 
pathetically received a letter from the Joint Committee of the 
Royal College of Obstetricians and Gynaecologists, the Popula- 
tion Investigation Committee and the Institute of Child 
Health, London University, which is summarised on page 137 
of this issue. When the Joint Committee started its original 
enquiry, which resulted in the valuable report published 
under the title of ‘“‘ Maternity in Great Britain,” doubts were 
expressed whether the staffs of the then Welfare Authorities 
would be willing and able to give the help which was asked 
of them and which, in the case of the health visitors concerned, 
represented a voluntary addition to their daily work. All 
doubts were dispelled by the results and health departments 
almost everywhere successfully obtained the facts which were 
the raw material for the inquiry. 

There has been a follow-up survey of some 91°, of the 
children covered by the original inquiry, and the results are 
to be published as a series of papers in various journals, and 
reprints supplied to the medical officers of health who co- 
operated. Now the Joint Committee hope in May and June 
next to make a further contact, again with the active assist- 
ance of health departments, with the same group of children, 
who are now just over four years of age. The Nuffield 
Foundation has shown its considered opinion that this con- 
tinued survey is well worth while by the practical step of 
agreeing to meet the costs of the latest inquiry, the results 
of which should again provide useful pointers for the future. 


Dental Officers Group Annual Dinner 


The Annual Dinner of the Dental Officers Group, Society of 
Medical Officers of Health, will be held at the Eastman Dental 
Clinic, Grays inn Road, London, W.C.1, on Saturday, May 6th, at 
6.15 for 6.45 p-m., with the President (Mr. John Young) in the chair. 
The Rt. Hon, Florence Horsbrugh, m.v., has been invited to be 
Principal Guest and will be supported by the usual distinguished 
company. 

The Annual Dinner has become an important event in the affairs 
of the public dental service and it is up to all members of the 
Group to support it as in the past, particularly in view of the 
grave period through which the service is passing. We ask you 
all to rally round the President on this occasion, and bring your 
guests to make the event a success. Tickets exclusive of drinks 
and tips 12s. 6d. each. Drinks will be at reasonable prices. Mem- 
bers are reminded that the accommodation is strictly limited so 
that early application for tickets is essential. The Hon. Secretary 
will be pleased to advise provincial members regarding accom- 
modation. 

A meeting of the Group Council will be held in the morning cf 
May 6th and an Ordinary Meeting of the Group in the afternoon. 
(details to be announced in due course). 

(Signed) Younc, President. 
K. 


. B. Wesster, Chairman of the Group Council. 
“Bixeay, Hon. Secretary, 


Ordinary Meeting of the Society, April 20th, 1950. Attention 
is drawn to the notice on p. 134 of an Ordinary Meeting of the 
Society of Medical Officers of Health to be held in the Hastings 
Hall, Tavistock House, Tavistock Square, London, W.C.1, on Thurs- 
day, April 20th, at 5.30 p.m., when Dr. Joan Taylor, of the Central 
Public Health Laboratory, Colindale, will open « discussion on 
* Salmonella Infections in Humans and Animals.” 

Maternity and Child Welfare Group Week-end Meeting, Cardiff, 
May Sth to 7th, 1950. There are still vacancies for this meeting, 
of which the programme was published in Public Health, March, 
p. 116. Additional details: on Saturday morning Dr. Watkins’ 
subject will be “The Use and Abuse of Drugs in Infancy” and 
Mr. Arwyn Evans’s “The Toxaemias of Pregnancy.” These lec- 
tures will be given in Comittee Room F at the City Hall. Applica- 
tions for places should be sent to Dr. Mabel Dodds, 248, Roxborough 
Park, Harrow, Middlesex, enclosing registration fee of 10s. 6d. 

Services Hygiene Group. The next meeting will take the form 
of a visit to London Airport at 3 p.m. on Saturday, April 15th. The 
next following fixture is a visit to the Wincanton factory of Messrs 
Cow & Gate, Ltd., on Friday, May 19th. 
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HOUSING ON MEDICAL GROUNDS * 
By E. B. ARGLEs, M.R.C.S., L.R.C.P., D.P.H., 
Senior Assistant Medical Officer, London County Council 


In submitting this short paper may I mention at the outset 
that any opinions expressed or conclusions arrived at are mine 
and not necessarily those of the London County Council. 

The question of housing on medical grounds must obviously 
be approached from different angles in town and country 
districts. I hope to show you something of the practical 
difficulties of the problem in London and to have the oppor- 
tunity of hearing your views of the problem as it occurs in less 
urbanised districts. 

The provision of safe, sanitary and convenient dwellings for 
that section of the population formerly called the ‘‘ working 
classes ”’ is one of the major problems confronting local authori- 
ties at the present time. The task is all the more difficult on 
account of the large number of houses or blocks of flats damaged 
by enemy action, added to which there is, of course, deterioration 
consequent on disuse, neglect of maintenance due to the 
scarcity of building materials and the almost complete standstill 
of new building operations during the war. 

Although a considerable acreage of London and other cities 
and towns was laid waste and has subsequently been cleared 
there are not always left sites sufficiently convenient in size 
and arrangement to permit of building of blocks of flats or 
cottages. 

Further, the difficulty of proceeding under Sec. 25 of the 
Housing Act of 1936 is considerable as ‘“‘ decanting ’”’ sites are 
scarce. It follows, therefore, that applicants—some of whose 
names have been on housing lists for a long time —use every 
possible means in their power to secure accommodation. The 
submission of a supporting medical certificate has for some 
time been the favoured means of endeavouring to gain some 
preference for their application. So greatly has this tendency 


developed since the recent war that whereas in 1938 about 1,000 
such applications were received the figures for the last five years 


have been :— 
1945 
1946 
1947 


450 
4,624 
13,660 
1948 19,903 

1949 22,923 (first nine months only) 

These figures do not include the considerable number of 
applications from persons in whose families there was a sufferer 
from open pulmonary tuberculosis. For a number of years the 
London County Council and certain other authorities have given 
a very high degree of preference to such cases. In 1937, 261 
such families were rehoused while in 1938 the figure was just 

over 300. Since the war most TB cases have also derived points 
on account of general ill-health, overcrowding, broken families, 
etc., and it is impossible to say that any particular applicant has 
been rehoused as the result of getting points on thisaccountalone. 

Within the last year it has been found expedient to change 
the procedure, and cases of tuberculosis within the county are 
now dealt with by the Divisional Medical Officers. Only those 
cases originating outside the county are dealt with by the 
central office medical staff. No attempt is made to segregate 
or localise such families nor are there any reductions in rent or 
unusual conditions of tenure. 

May I, for a few moments, give you some idea of the system 
obtaining in the London County Council area at present ? 

Application for accommodation is made to the Director of 
Housing and, subject to certain general considerations such as 
previous residence in the county area, etc., a note is taken of 
where the applicant wishes to live and the type of dwelling re- 
quired, and the application is then placed on the local list of 
the district office concerned. If a medical certificate is sub- 
mitted this is forwarded to the County Medical Officer of 
Health, together with relative correspondence and a form show- 
ing the size and type of the accommodation at present occupied, 
with the floor or floors on which it is situated. ‘The number of 
nied to be rehoused is also taken into consideration in assess- 


oA Address to the Refresher Course for County District Medical 
Officers of Health, London, November, 1949. 
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ing whether there is any detrimental as apart from statutory 
overcrowding. 

Information as to ages and sexes of members of the family 
will be a guide to the existence of indecent occupation and 
this does have some bearing on the case, particularly when the 
certificate relates to some psychiatric or behaviour problem. 

With this information in his possession the Medical Officer 
of Health is at liberty to make his recommendation. These 
recommendations are :— 

For Group “ A ”—the most urgent aa 

For Group “ B’’—less urgent and dealt 
with after ““Y ” points, 

For Group “ D no recommendation . No points. 

These points are taken in conjunction with others given by 
the Director of Housing for such considerations as overcrowd- 
ing, family conditions, separation of members of the family, 
war service, insanitary conditions, evacuated families wishing 
to return to London, families living at rest centres, cases where 
an owner has been granted a Court order for possession, and 
cases of blind persons. 

Now it frequently happens that an applicant states that his 
dwelling is damp, or for some other reason dangerous or 
injurious to health. In these circumstances the Borough 
Medical Officer of Health is asked to furnish information as to 
the sanitary condition of the premises and to say whether 
remedial action is contemplated under any powers which he 
possesses. 

Not infrequently the medical certificate is not of recent enough 
date to give a reliable picture of the health of the applicant or 
the member of his family concerned. It may well,be that it 
relates to some condition in which adequate treatment will have 
been sufficient to remove it as a factor requiring any considera- 
tion for preference. 

When further details are required the applicant is requested 
to ask his doctor or the consultant at the hospital he is attending 
to furnish up-to-date and fuller information and to be sure to 
inform the doctor that this information is required for scrutiny 
by a medical officer. General practitioners, as a rule, collaborate 
most willingly in what is, after all, preventive medicine in a 
simple form. 

Before considering the medical certificates in greater detail 
I should perhaps mention that the following reasons are those 
most commonly put forward by the applicant :— 

1. The desire for ‘‘ a place of his own,” 

2. Domestic strife, usually associated with the sharing 
of conveniences such as the kitchen and the water-closet, 

3. The necessity for ground floor accommodation, either 
with or without a garden, 

4. Inability to pull a pram up flights of steep or difficult 
stairs, 

5. The fact that a person is about to be discharged from 
hospital and should not return to premises previously 
occupied. 

In respect of (1) the difficulty is usually an awkward and, at 
times, almost sadistic landlady or mother-in-law. It is astound- 
ing that such people can be so hard-hearted to those of their 
own class in uncomfortable circumstances through no fault of 
their own. 

As regards (2) shared accommodation—here the question 
is one of “‘ fitting in’’ with parents or “ in-laws ’’—a situation 
occasionally arises when one of the parties ‘‘ walks out,’’ and a 
broken marriage is threatened. This, without a certificate, is 
of course not a medical matter but one more properly for the 
lay administration. 

(3) The need for ground-floor accommodation and/or a garden. 
The garden or green space around a block of flats is not vested 
in any one tenant and the fact that a cottage rarely has more 
than two rooms and a kitchen on the ground floor level and 
that some stairs have to be negotiated to get to bed is lost 
sight of. 

(5) Hospital discharges. In these cases it is stressed that a 
patient must not return to a damp or otherwise unsuitable 
house. It may well be that defects existing could be remedied 
under sanitary notice, but of course time is a potent factor and 
the plea that valuable beds in hospital are needlessly occupied 
is almost unanswerable. 


“X” points, 
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Medical support usually relates to one of the foregoing 
reasons, but at times the connection is far from clear. 

Certificates vary widely in wording and applicability and, if 
I may say so, in value. 

Two separate analyses, each of 1,000 of these certificates, 
have been made at different times of the year. Disregarding 
the minor differences in wording and phrasing, no fewer than 
179 different diseases or ailments have been put forward as 
entitling the applicants to preference. Some have been virtually 
worthless for assessment purposes, and varied from Fallot’s 
tetralogy and Bell’s palsy to a “* heart condition,” “ bad nerves,” 

‘ colporrhaphy and ‘ breath-holding attacks’’ the 
necessity for keeping a pet dog. In the last case the applicant 
was not blind. 

The diseases or ailments from which, it is alleged, applicants 
or their dependants are suffering have been condensed as far 
as possible into groups and I will give these to you with their 
approximate percentages :— 

Average 
First Second for 
1,000 1,000 2,000 


Respiratory tract... ... 30°50 26-28 28-39 
Organic nervous diseases... 2-40 5-00 3:72 
Functional nervous diseases... 18-90 22-27) 20-58 
Cardiovascular diseases ... 16:50 11:10 13-80 
Alimentary tract nS ... 6-80 5-45 6:12 
Rheumatic manifestations ... 6°60 = 9-45 8-02 
Bones and joints... .. 8:00 6:75 
Pregnancy... 5-10 4-10 
Genito-urinary 2-10 2-35 
Skin . 0-55 1-37 
Metabolism disorders. 3-21 2-60 
Tuberculosis—non-infectious 2:00 0-30 1-15 
Special senses 0:90 1-05 


Chronic bronchitis is the particular disease most commonly 
named, next comes nervous debility, with asthma in third 
place. 

Two important points should be mentioned here :— 

(1) Applicants are not examined by the County Medical 
Officer of Health though they are occasionally interviewed 
at their request, and the medical certificate is never, of 
course, questioned as to fact, 

(2) Premises are not inspected by the County Medical 
Officer of Health. but an inspection is made by an officer 
of the Housing Department. 

Some of you may be fortunate enough to have time to visit 
the applicant’s dwelling personally but this is obviously 
impossible where several thousand cases are dealt with each 
year. In London we have to rely on the very considerable 
knowledge of local housing possessed by the medical staff 
engaged on the work and on the assistance readily given by 
dorough Medical Officers of Health. 


Priorities Recommended 

In 1947 a count of 1,000 unpicked cases showed that about 
20°, of applications received the highest priority, 40° were 
deemed to be less urgent, and 40°, had no preference on medical 
grounds. In the early part of 1949 the figures were 10°94, 30°5 
and 60°,, respectively. Within the last few weeks I have taken 
another count of 1,300 cases and the percentages are 5° 
40-5 and 54. Last count, 24.11.49, of 1,119 cases yeas 
A 10°4, B 37°, and D 53°;. The reason for the change is, 
I think, that a considerable ‘number of the urgent and really 
genuine cases have either been rehoused or know that they 
have priority, and that it is only now a question of waiting. 
It is not, I think, due to any hardening of opinion of the medical 
staff assessing the cases. It has always been the aim to maintain 
a definite and as far as possible a fair standard. It will be 
obvious that in the present acute housing shortage the granting 
of large numbers of ‘‘ A”’ preferences will only make them of 
less value and result in harmful and undue delay to the really 
urgent cases. 

Once they have passed through the hands of the medical 
officer all ‘‘ A’ preferences rank the same, subject, of course, 
to the allocation of other points referred to earlier. 
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It should be noted that only a small proportion of the appli- 
cants are actually homeless, that is, living in institutions or 
rest centres, and application does not necessarily mean that a 
new house is required. Frequently all that is needed is larger 
accommodation or transference to a lower floor. 

Now may I spend a few moments in considering certain 
physical and mental illnesses in which it is suggested that 
preference should be given ? 

(1) Heart Disease.-—Certificates stating a ‘‘ weak heart,’ 
‘“* cardiac debility,” etc., cannot be accepted and fuller informa- 
tion is asked for. This usually results in some statement as 
to the degree of compensation present and the actual morbid 
condition of the heart. Preference will, of course, be governed 
by this information. As a rule it is a question of stairs and a 
damp-free dwelling. 

(2) Hyperpiesis and Angina of Effort-—In these cases the 
actual degree of hypertension in figures and the patient's age 
are asked for. Obviously, when the patient is a woman with 
a family, and therefore considerable household duties to per- 
form, the avoidance of excessive stair-climbing is of great 
importance, but if the patients are not tied to the house and, 
in the case of men particularly, able to go to work, the climbing 
of stairs morning and evening should be within their power. 
I had a certificate recently stating that a young man should, 
on no account, climb stairs. Enquiries as to the occupation 
revealed that he was a painter and decorator in full employment. 

(3) Crippling Defects —These include such cases as ankylosed 
joints, old infantile paralysis, spastic paraplegias, amputations, 
and tubercular disease of bones. Here it is important to know 
something of the prognosis both as regards ultimate extent of 
function of the limb and probable duration of stay in hospital 
and whether an appliance will be worn. Many of these patients 
are able to do work and if they can cope reasonably well with 
modern conditions of public transport preference is not usually 
given. Those cases in which there are long cross-country 
journeys, or in which the use of a mechanical chair is involved, 
should receive consideration. In the last group, ground floor 
or cottage accommodation is usually essential as shed or garage 
space for the chair is required. 

Families in which a member attends a school for the physically 
handicapped, especially where the child is conveyed by 
ambulance, usually merit some priority. 

(4) Rheumatic Diseases (Arthritis and Fibrositis)—In this 
group where age, pain and limitation of movement may all be 
factors, the climbing of stairs is the main difficulty. It is a 
curious fact that nearly all medical certificates state that ‘‘ so- 
and-so ”’ cannot climb stairs and, much more rarely, that he 
or she ought not to climb, or has difficulty in doing so. The 
accompanying letter from the applicant frequently states that 
carrying coal and water up and down stairs is too much for 
them—dquite a different matter. 

Information is rarely given as to which joints are affected 
and in what degree. Obviously, a patient with a severe arthritic 
condition in hip, knee, or ankle, is a worse case than one in 
which the condition is confined to wrist or elbow. Even in 
these cases the side on which the baluster rail is fitted on the 
stairs has some bearing. 

(5) Lung Conditions (other than Tuberculosis).—As I said 
earlier, chronic bronchitis is the one ailment appearing most 
often on medical certificates, and this disease and asthma 
account for the greater part ‘of the 28°4 of the total. The 
majority of these people are old, many are past work, and some 
degree of preference is frequently justified, especially where 
they are living in ‘‘ made-down ”’ houses with the inconvenience 
of an out-door W.C. and water supply. 

(6) Organic Nervous Diseases —These account for about 
3:7°, of the total. Certificates are often inadequate and such 
terms as ‘‘ a nerve condition,” ‘‘ paralysis,’’ etc., need amplifica- 
tion. How can a suitable recommendation be made when it 
is not known whether a patient is afflicted with Bell’s palsy, 
chorea, or disseminated sclerosis ? Ataxy, weakness and the 
consequent difficulty in negotiating steep or awkward stairs 
are usually enough to justify a recommendation for transfer 
from an upper to a lower floor in flats, or to a cottage estate 
where the additional benefit of a garden would accrue. 

As mentioned previously, if the patient is able to go out to 
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work priority is rarely justifiable. This may seem like penalising 
a person who wants to “ keep his end up”’ and remain self- 
supporting, but with resources so strained and applicants so 
numerous only the worst cases can be considered. 

(7) Epilepsy—In these cases it is essential to know the 
frequency and severity of the attacks and, if possible, whether 
they are controlled by medication. There is always, of course, 
an element of risk, and a patient is just as likely to have a fit 
coming down two stairs as down a flight of 20, in his easy chair, 
or at work. When the patient is a woman, subject to major 
attacks, and with a family of young babies or ‘ toddlers,” 
preference is given as a rule and’ nothing other than ground 
floor or possibly cottage accommodation is worth while. A 
cottage with two or more rooms on the ground floor would 
meet the case as one of these rooms could be used as a bedroom. 

(8) Functional Nervous Diseases, Neurosis, Anxiety States, 
etc. (20-6%).—These are, on the whole, rather difficult to 
assess. About three years ago it appeared that a very large 
number of applicants in London suffered from nervous debility, 
and a similar high proportion from asthma. We were then, of 
course, recovering from the horrors of war on the Home Front 
and it may be that there was some connection between the two 
groups. But takenin conjunction with accompanying letters 
and second applications it was evident that most of them were 
from persons who were, as they said, ‘‘ fed up with it all,’”’ 
‘sick of sharing accommodation’”’ in somewhat overcrowded 
conditions or in violent conflict with relations-in-law, frequently 
over the kitchen sink. 

I recently had a conversation with a social worker in the 
Department of Psychiatry of a large London hospital. Her 
department had been pestered by people asking for certificates 
so that ‘‘ I can get a house.’’ This was the result of information 
that had got about that two such patients had been fairly quickly 
rehoused. I told her that in my view a large number of such 
persons held the solution of their difficulties in their own hands, 
and that a greater degree of give and take and the determination 
to face up to the situation was the answer. She agreed with 
me in great measure and said that she doubted if the housing 
position had any real bearing on the situation in many Cases. 
It was agreed that in future no medical certificates would be 
furnished by her chief where she, herself, had not visited the 
home and seen the premises and discussed the difficulties on 
the spot with those concerned. Certificates for these applicants 
are very varied, with nervous debility holding a commanding 
lead and psychoneurosis, nervous depression, and nervous 
state not far behind. The most curious of all was one stating 
that the patient suffered from ‘‘ an hysterical prolongation of a 
depersonalisation syndrome.”’” What in the world that means 
I do not know. Nevertheless, these applications will continue 
to receive careful scrutiny but, in my opinion, difficult though 
the position may be it cannot be compared with that of the 
cyanosed bronchitic, the cripple, or the obese matron with a 
large family. 

(9) Blindness.—There are surprisingly few applications from 
blind persons. ‘Those that are received urge a change of 
residence either to avoid the use of dangerous or awkward 
stairs or to enable the afflicted person to live near relatives who 
can give some help. ‘These are reasonable arguments and some 
preference is justified. 

(10) Pregnancy.—In my view uncomplicated pregnancy is 
not by itself any justification for preference. Complications 
though in themselves mild in degree, such as valvular heart 
disease, epilepsy, and deformities, with the added risk of falling 
may merit consideration. ‘The great majority of certificates 
state that it is absolutely necessary that ‘‘ Mrs. So-and-so ”’ 
should have accommodation on the ground floor. It will be 
obvious that if any serious attempt were made to meet all 
these demands there would come a time when the whole of 
the population of London would be living on the ground floor 
as it is extremely unlikely that any family so housed would wish 
to move to higher storeys as the family grew up. Of course, 
cottage accommodation would go some way toward meeting 
the demand but in the central parts of cities the proportion 
of cottage dwellings to flats is small. 

The mother with a young family and a new baby certainly 
has a difficult problem but, as a rule, the provision of storage 
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space for the pram at ground level goes a very long way towards 
solving it. In fact I think this is possibly the greatest single 
benefit that can be conferred on a young married woman. 
For some years now blocks of flats have had pram sheds pro- 
vided and many have lifts installed. 

The question of premises becoming overcrowded as a result 
of a new baby is not lost sight of. According to the Housing 
Act 1936 a child under one year does not count in assessing 
the number of a family. ‘The London County Council, how- 
ever, count an unborn baby in assessing the priority to be 
awarded to an application and this may, in some cases, be 
enough to place the family within the zone. It is also in line 
with the policy of allowing the expectant mother extra food. 

(11) Old Age.—I suppose, strictly speaking, this is not really 
a medical reason for priority but it is almost invariably accom- 
panied by one or more defects—in themselves insufficient to 
weight a certificate. There is usually a case for giving some 
help. There is another side to the question however. Is it 
sound policy to rehouse a healthy family on account of the 
physical condition of an aged father or mother, 75 to 80 years 
old, maybe, who cannot in the nature of things be expected 
to last very long. When the elderly relative is gone we are 
left with the rest of the family occupying low-storeyed or cottage 
accommodation urgently needed by another family in worse 
case. It is a vexed question and I should be glad of your 
opinion. 

That the housing of the aged is a problem of great and 
increasing magnitude is borne out by the proportionate increase 
in the higher age groups in the last 50 years. In 1900 there 
were in Great Britain 1} million persons over 65 years of age, 
in 1931 the figure had risen to over 3 millions, and in 1948 to 
no less than 5,025,000, or roughly 10-°5°% of the population. 

Not infrequently the application states that it is essential 
that the elder members of a family should be accommodated 
near the younger generations, obviously with a view to the 
former receiving some help from the latter in daily work and 
in case of illness. Further, quite apart from this, there is the 
fact that the one family like to be able to ‘‘ pop round” and 
see the other, yet if they had to live in the same house the 
results would be, as we well know, disastrous. 


The Separate Bedroom 

This extra accommodation is frequently asked for by appli- 
cants and recommended by doctors. Among the more usual 
reasons for the request are :— 

1. An asthmatic living in an overcrowded or cramped 
dwelling, 

2. Bronchiectasis, 

3. Enuresis and occasionally colostomy, 

4. Amputations, usually of the lower limb. 

Assistance in this matter is frequently rendered all the more 
necessary as many bedrooms simply cannot contain even a 
separate bed for the patient in addition to the other furniture 
and effects for which there is no other storage room. 

In the case of asthmatics and persons with lung disease, accom- 
panied by much cough and expectoration, preference is fre- 
quently given particularly where children share the patient’s 
room. In such cases disturbance of sleep would be harmful, 
quite apart from any other objectionable feature. 

Enuresis.—Such cases certainly merit consideration and no 
such patient should share a bed. Even the sharing of a room 
might be fraught with considerable mental disturbance and 
harm in the case of a nervous child. 

Amputations.—In these cases the question is an aesthetic 
one especially where the lower limb has been removed. The 
application is frequently from a person whose child shares the 
parents’ bedroom, and includes some such phrase as “he is 
beginning to notice things.’’ The situation really requires to 
be met by a change to larger premises and not infrequently a 
transfer can be arranged. 

So much for the certificates. 

What is the result as far as the applicant is concerned ? I 
regret that I cannot tell you—the information not being avail- 
able. Once a recommendation has been made by the medical 
officer the case passes out of his control and the matter is 
entirely one for the Director of Housing. 
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It would be impossible to say that any particular applicant 
was rehoused as a direct result of priority on medical grounds 
alone. As I have mentioned points are awarded under a number 
of other headings and it is the total of points which is the 
governing factor. We have, however, in London, a system by 
which, if a case is put forward by the medical officer as one 
of extreme urgency a variable number of additional points 
may be awarded by the Director of Housing, with the specific 
intention of bringing the case higher up the list and usually 
so high that an offer of accommodation can be made quickly. 

All applicants, of course, regard their cases as of paramount 
importance and very frequently do not hesitate to say so in 
the most emphatic terms. There is sometimes a tendency on 
the part of the unsatisfied applicant to regard officers connected 
with rehousing as unsympathetic. Threats to ‘‘ take the matter 
higher’ are fairly frequent and the assistance of the applicant’s 
Member of Parliament or local councillor is often enlisted. In 
my view it is purely a question of a medical certificate and the 
urgency of the housing need. 

What are the remedies for the existing shortage ? 

It is obvious that a very large number of new dwellings is 
needed. The alternative is to make better use of older properties 
originally in single occupation and still in tenantable repair 
which have been made down to house two or even more families 
in varying degrees of discomfort. 

As I have pointed out earlier in this paper the necessity to 
climb several flights of stairs and the inconvenient siting of 
water supplies, sinks, and water closets, are at the root of many 
applications. ‘There are powers under the Housing Act 1936 
and the Public Health (London) Act 1936 by which we, in 
London, can enforce the provision of water supplies and sinks 
in tenement houses. The Public Health (London) Act 1936 
(Section 95, Sub-section (1) ) requires that the supply of water 
shall be proper and sufficient. Sub-section 5 states “‘ a tenement 
house shall be deemed to be a house without a proper and 
sufficient supply of water (and by the terms of Sub-section la 
a nuisance, or if a dwelling house, unfit for habitation) unless 
there is provided on the storey or storeys or on one of the 
storeys in which the rooms or lodgings in the separate occupation 
of each family occupying the house are situate a sufficient 
provision for the supply of water for domestic purposes.” 

It seems clear that Section 9 of the Housing Act 1936 em- 
powers a local authority to require such works as are considered 
necessary to render the house fit for habitation by the remedying 
of sanitary defects. ‘These include, inter alia, absence of an 
adequate and readily accessible water supply. 

With regard to Section 95 (5) of the Public Health (London) 
Act 1936 there is no comparable section in the Public Health 
Act 1936 (The General Act). 

Section 6 of the Housing Act 1936, however, empowers a 
local authority to make and enforce by y-laws with respect to 
houses which are occupied, or are of a type suitable for occupa- 
tion, by persons of the working classes for, among other things:— 

Sec. (d) requiring provision adequate for the use of, and 
readily accessible to, each family, of : 
(1) closet accommodation, 
(2) water supply and washing accommodation, 
(3) accommodation for the storage, preparation, 

and cooking of food, 

and where necessary for securing separate accom- 
modation as aforesaid for every part of any such 
house which is occupied as a separate dwelling. 

For the purposes of the Housing Act 1936 a local authority 
as respects England and Wales other than the administrative 
county of London shall be the council of the borough, urban 
district, or rural district. (Section 1.) 

In making representations under Part 3 of the Housing Act 
1936 the position of the W.C. is taken into consideration. In 
London, at any rate, the fact that a W.C. is situated outside the 
premises is regarded as a sanitary defect—how much more then 
should such a closet used by several families be so regarded. 

The arrangement of many of the old-fashioned houses 
renders this defect difficult to remedy but you may agree that 
by linking two such houses together the necessary structural 
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alterations should be possible. 
obtain possession ? 

As I read it, Section 72 of the Housing Act 1936 (Part 5) 
empowers a local authority to provide housing by acquisition 
(para. c) or by altering and improving (para. d). The provision 
of a readily accessible supply of water under section 95 (1) P.H. 
(L) Act. 1936, depends of course on whether there is a piped 
supply available. 

In my view, therefore, much could be done to alleviate some 
of the hardships and inconveniences which are at the bottom 
of many applications. 

With regard to special housing for the aged I cannot do 
better than refer you to the most interesting paper by Sir 
Ernest Rock Carling which he read at the Public Health and 
Municipal Engineering Congress in November, 1948, and to 
the Memorandum of the Royal College of Physicians of London, 
1942. 

The former dealt more with siting of old peoples’ dwellings 
in relation to centres of social activity. The College report on 
the other hand deals in considerable detail with such things as 
easy stairways, avoidance of dark awkward turnings, and a 
type of construction as will eliminate draughts, etc. Before 
the recent war the L.C.C. had provided for the aged a number 
of two-room cottages. More recently the matter has gone 
further and one-room bungalows are becoming available either 
in cottage estates or grouped round a warden’s house and 
associated with a garden, reading room, etc. 

This, then, is the problem as it confronts the London County 
Council’s Medical Officer. I hope I have not occupied too much 
of your time with what you may regard as a somewhat critical 
paper. I have endeavoured to put before you some of our 
difficulties which in so large an authority are of necessity dealt 
with in a rather impersonal manner, though as I have said, any 
information from whatever source it comes is most carefully 
considered. In smaller authorities the medical officer can be 
more personally familiar with applicants. I look forward to 
hearing from you how the situation is dealt with in your areas 


But how can the local authority 


PROBLEMS OF NEW HOUSING ESTATES *— 
By F. G. Brown, M.B., D.P.H., 


Medical Officer of Health, Borough of Wanstead and Woodford ; 
Divisional Medical Officer, Essex 


The problems I propose to deal with to-night are those which 
are being encountered on three new housing estates situated on 
the north-east perimeter of London in the County of Essex. 
The population of the smallest estate is 6,000 to 7,000, and that 
of the largest will ultimately reach 14,000. These estates form 
part of a pre-war plan for the housing of the population of 
London. The houses are built by the London County Council, 
but, as they are situated in Essex, local health authority and 
other services must be provided by the Essex County Council. 

Before discussing problems concerning the administration of 
health services it is necessary to consider the type of persons 
resident on the estate and also to review certain social and 
economic factors which have a bearing on the subject. 

The selection of applicants for houses is made on a points 
system about which Dr. Argles has spoken. About two-thirds 
of the families are allocated houses on medical grounds and 
there is a high priority for families living under conditions of 
statutory overcrowding. 

As one would expect the main reason for medical priority 
is that of tuberculosis. About one house in 15 has one or more 
occupants on the TB register. Only one-third of these cases, 
however, have ever been classified as sputum-positive cases of 
pulmonary tuberculosis. The remaining tuberculous cases 
consist of pleural effusions, primary lung infections in children 
and non-pulmonary conditions. ‘There are many physically 
handicapped children, including a high proportion of asthmatics 
and a number of children with congenital heart disease. 

I have no doubt that the existing system of allocation is that 
best suited for the alleviation of the housing problem in London, 


* Three papers read to the Refresher Course for County District 
Medical Officers of Health, London, November, 1949. 
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but it does seem a pity that the normal healthy young ex-service 
man has so small a chance of obtaining a house for himself 
and his family on these estates. A proportion of such persons 
would undoubtedly give a healthy balance to the community. 


The Economic Factor 

Turning to the economic factor one finds that the family, 
having moved to the estate, is worse off financially than when 
living in inner London. Rents are approximately half as much 
again and fares cost up to 20s. per week. Again, the family 
having moved to a new house, their old furniture shows up 
badly with the result that new furniture is bought on the hire- 
purchase system, thus adding to the weekly expenditure. 

A proportion of the population is constantly drifting back 
to inner London. The reason for this drift back is not without 
interest, the main causes being :— 

(a) Difficulties and Expense of Transport.—Two of the estates 
are served by recently constructed extensions of the Central 
London tube railway and a frequent service of electric trains 
is provided. However, fares are high and workmen’s tickets 
are not issued after 7.30 a.m., which is too early for many 
people. The journey to and from central London in the rush 
hour is uncomfortable and causes increased fatigue. Most of 
the people have lived all their lives within a short distance of 
their work and are unaccustomed to travelling long distances 
daily. There is also the expense of bus travelling to shopping 
centres and for recreational purposes, e.g., cinema, dogs, dirt- 
track, etc. 

(b) Lack of ability to adapt to the New Conditions.—The 
majority of these people have always lived in inner London. 
They have not learned to appreciate the beauty of the country. 
There is a time lag before the amenities to which they have 
been accustomed can be introduced on to the estates. They 
long for the crowded shopping streets with large stores and do 
not take kindly either tc the small shops which are springing 
up on the estates nor to travelling several miles to a suburban 
town with its lower middle-class shops. The muddiness of 
the roads in winter adds to their discomfort. It is interesting 
to note that people in middle age or over do not settle well 
and experience is showing that unless they have lived in the 
country previously it is inadvisable to house persons of over 
50 on this type of estate. 

(c) Insufficient Family Income.—Persons find expenses gener- 
ally to be too high. 

It is intended to develop light industries in the neighbour- 
hoods adjacent to the estates. For a limited number this will 
solve the problem of transport to work and its consequent 
financial burden. 

Social activities and amenities will increase. Community 
centres have already been opened but, so far, attendance at 
these centres has been disappointing. 


Part III Health Services 

Having briefly described the social and economic conditions, 
I now come to the Part III health services. Here we are faced 
with the problem of a large number of houses being rapidly 
constructed and occupied well in advance of the erection of 
buildings for clinics, day nurseries, etc. I will deal first with 
the question of premises at and from which these services can 
be conducted. On all three estates a central site has been 
selected for the erection of a combined treatment centre, but 
priority for the building of this is comparatively low and matters 
are further delayed by intricacies of administrative machinery. 
The residents on the estates are essentially ‘‘ clinic-minded ” 
and have been accustomed to a well-equipped modern clinic 
within easy reach of their homes. They do not take kindly to 
the type of village hall clinic, which normally serves a rural 
village, nor do the villagers welcome a large influx of town 
dwellers who have recently migrated to an estate in their 
neighbourhood. Also these village welfare centres are in small 
halls which cannot cope with the added numbers. To meet 
the situation, as a temporary expedient and pending the con- 
struction of a permanent or semi-permanent building, the 
following steps have been taken :— 

(1) The use of existing Buildings on the Estate-——On one of 
the estates there is a large house which has been purchased by 
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the Education Authority for use as a Community Centre. 
While by no means ideal, this serves as a child welfare centre, 
— clinic, immunisation clinic and women’s welfare 
clinic 

(2) The transport of young children and expectant mothers to 
suburban infant welfare centres and ante-natal clinics at a 
distance from the estate. A bus has been hired to pick up 
persons at various points on one of the estates and take them 
a distance of three to four miles to existing centres. The bus 
service to the child welfare centre was commenced last winter. 
At first the response was poor but, as news spread, it gradually 
became popular. At the centre a canteen is available where 
tea and cakes can be purchased. The whole thing is regarded 
as an afternoon’s outing and is looked forward to by many as 
a break in monotony. We are fortunate in having secured the 
services of voluntary helpers who travel on the bus with the 
mothers and children. Similarly, a bus takes expectant 
mothers each week to an ante-natal clinic three miles distant. 

(3) The appropriation of houses on the estate for temporary 
use as clinic premises. Application has been made to the 
London County Council for the use of two houses on one of 
the estates to be used as a temporary centre. The request has 
been granted and the centre will be opened shortly. Only a 
minimum of structural alteration is necessary. The houses 
will be rented to the Essex County Council. 

Day Nursery Facilities—There is a strong and urgent 
demand for day nurseries on the estates. Owing to the economic 
factors mentioned earlier in this paper, and because many 
fathers are disabled or partially disabled persons, it is necessary 
for the mother to go out to work. I consider that on all new 
estates the provision of a day nursery should be given early 
priority. Endeavours to find persons suitable for registration 
as child minders or daily guardians have not been successful. 

Midwifery and Home Nursing Services—It is estimated that 
one home nurse-midwife is required per 3,000 population. 
The recruitment of this staff depends to a large extent on the 
type of accommodation offered. It is practically impossible 
on a new estate to find satisfactory board and lodging with 
garage accommodation. The only solution appears to be the 
allocation of houses with space for garage. These have been 
provided on all three estates. The necessity for a garage is 
important and should not be overlooked. 

Home Help Service.—The provision of home helps for persons 
on the estates constitutes a problem. Not many persons resident 
there are suitable for employment in this capacity and home 
helps resident outside are not keen on working in these estates, 
mainly owing to travelling difficulties. However, some women 
residents are being employed in a part-time capacity. Usually 
these have at least one child which they leave in the care of a 
neighbour. 

School Services—The provision of schools on the estates does 
not keep pace with the large number of children to be educated. 
Prefabricated schools first appear, to be followed later by 
palatial permanent buildings. Despite these, many children 
have to be transported to schools at a distance from the estate, 
in some instances as far as seven miles. In many cases parents 
complain that their children are too delicate to undertake the 
journey or that they suffer from travel sickness, and request 
that they attend the school on the estate nearest to their homes. 
Each of these cases has to be seen by an already overworked 
school medical inspector. The number of children whose 
parents allege that they cannot travel even the shortest distance 
on a bus without being sick is most remarkable. 

Reference has already been made to the number of handi- 
capped children arriving. Each of these has to be carefully 
investigated. I think it is important that, where possible, only 
school medical inspectors of experience should be employed 
on the estates. Many problems arise and many parents need 
careful handling. A number of parents are neurotic and have 
received housing priority for that reason. 

This also applies to health visitors and school nurses who 
should be experienced in dealing with parents. No newly 
qualified health visitor should be allocated to these estates 

except to work under supervision. 

The new schools possess an up-to-date medical room which 
is used as a minor ailment clinic. 
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Medical officers and health visitors both comment on the 
improvement which they notice not only in the health and 
physique of the children but in the improved general care which 
parents bestow on their children following rehousing in new 
surroundings. 

Before closing I would like to mention a problem of adminis- 
tration which is causing difficulty. One of the estates is situated 
within the areas of three different county districts and, con- 
sequently, is being administered by three different health sub- 
committees, the proportions being two-thirds, one-sixth and 
one-sixth. ‘This has meant overlapping in the work of health 
visitors, midwives and home nurses. Also, when the combined 
treatment centre has been built this will be located within the 
area of a sub-committee responsible for a minority of the estate 
and further troubles are envisaged. A minor adjustment of 
boundaries so as to include the whole estate within the curtilage 
of a single authority would have prevented many difficulties. 

I have attempted in this short paper to outline some of the 
problems which are being experienced. I have purposely made 
no mention of health centres as it seems that these will not be 
forthcoming for some time. I would say, however, that estates 
such as these appear ideal for the construction of experimental 
centres such as that now being built by the London County 
Council, the results of which are anticipated with much interest. 


Problems of New Housing Estates—II 
By Leonarp E. Prior, M.S.1.A., 
Chief Sanitary Inspector, Borough of Dagenham 
The Contribution of the Public Health Department 

Housing is the only important social service left with district 
councils and is a service with which the public health department 
should be very closely associated. It is appreciated that all the 
departments of the local authority have a part to play in the 
provision, supervision and maintenance of housing estates and 
that without effective co-operation the best results will not be 
achieved. I would emphasise, however, it is very desirable, 
if not essential, that in the selection of tenants and in the 
management of the estates the public health department should 
play a very prominent part, if not accepting sole responsibility. 
Even in the planning of an estate and the design of accommoda- 
tion, the department should be given an opportunity of making 
its contribution, e.g., siting of dust chutes in flats, the avoidance 
of long carries when removing refuse from terrace houses, 
siting of shops, type of shops, ete. 

The L.C.C. and the very large cities have a separate housing 
department but in the more average sized local authority the 
housing section is attached to one of the existing departments, 
viz., Clerk’s, Treasurer’s or Engineer’s. I suggest that the 
most satisfactory arrangement where a completely separate 
department is not established is for the housing section to be 
attached to the public health department. The welfare officer, 
the health visitor, the home help organiser and the sanitary 
inspector, many of whose normal duties cover a very similar 
field, would be enabled to work together in the closest co- 
operation as a team, each, in many cases, a member of the same 
department. One must remember that a housing estate will 
be “new ”’ for a limited period and the systematic inspection 
of the houses in the district is a statutory responsibility carried 
out by members of the public health department. In addition, 
with the supervision of housing under this department much 
overlapping of visits, with the consequent annoyance to the 
tenants by the ever increasing number of different callers from 
the Town Hall, could be avoided. 

I would ask which other department has such a close contact 
with the homes of the people and has a greater knowledge of 
the housing needs of the area and the peculiar needs of individual 
families 


Problems 


(i) Contractor's Amenities —The problems for the sanitary 
inspector occur immediately work commences on a new estate. 
One of the contractor's first jobs, before sewers and drains are 
constructed, is to provide sanitary conveniences for the 
employees (this is, of course, a statutory responsibility). The 
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most crude and insanitary structures have at times been erected. 
In addition, canteens for the men are erected and the slop 
water from the kitchen sinks may seriously pollute adjacent 
water courses. 

(it) Sewage and Refuse Disposal.—The drainage of a large 
new estate may seriously overload the existing arrangements 
for treating sewage in the area and may result temporarily in 
an unsatisfactory effluent from the works. A similar problem 
arises in the disposal of house refuse ; controlled tipping usually 
provides the answer but in one instance uncontrolled tipping, 
until a suitable plant for the separation and incineration of 
refuse was constructed, resulted in the creation of a definite 
nuisance ; a gravel pit eventually became a rat-infested mound 
and to this day is an unsightly scar on the landscape. The 
fairly rapid erection of a large estate may result, for a short 
period at any rate, in a somewhat insufficient water supply, 
especially in summer months. 

These problems are often aggravated, inasmuch as the time 
when the provision of houses is most urgent and speed is so 
important is the time when official sanction to carry out works 
of capital expenditure on existing installations is usually most 
difficult to obtain. They do, however, indicate the need for 
careful planning and forethought in the selection of sites and 
for the co-operation, from the commencement, of all interested 
parties. 

(tii) Development in Adjoining Areas.—The erection of a 
new estate and the necessary extension of the sewerage system 
makes it possible to connect to the sewer cottages situate just 
outside the boundary of the estate and which are undrained or 
previously drained to cesspools. This will also mean, if not 
previously available, the provision of a piped water supply. 

The development accentuates the low standard of the older 
cottage property in adjoining districts. ‘The problem of the 
demolition of such properties, as more suitable accommodation 
becomes available, inevitably arises. 

(iv) Overcrowding, etc—Overcrowding should, of course, 
be avoided on new estates and a strict watch is necessary for 
unofficial sub-letting and unauthorised lodgers. ‘The “ per- 
mitted number ”’ should be inserted in all rent books. ‘The 
commencement of outwork in an effort to augment the family 
income is often tried; this calls for regular inspection. The 
misuse of dwellings sometimes occurs ; it is occasionally found 
that one or more of the rooms have been given up to the 
keeping of animals, etc., e.g., dogs, rearing of chicks, etc. 

An annual inspection is suggested of all council houses 
during the first five years of tenancy, to record improvement 
or deterioration in the behaviour of the occupants, and to 
prevent overcrowding, vermin infestation, etc. Many of the 
tenants transferred from unfit or overcrowded premises will be 
already known to the sanitary inspector. 

(v) Vermin Infestation —The ever-present problem is that 
of the incoming tenant who has verminous furniture or other 
belongings. ‘The best method to overcome this is the treatment 
of the effects of all new tenants, preferably carried out in the 
removal van. It is essential as a minimum requirement that 
the furniture of all new tenants should be inspected for vermin 
before moving in. Whatever steps are taken there is still the 
problem of the tenant acquiring additional furniture, which 
will most certainly be needed for the new home. In many 
cases this will be second-hand, obtained, after tenancy has 
commenced, either from shops or friends ; such furniture may 
be verminous. Recently, a very clean tenant purchased from 
a shop a second-hand bedstead which was later found to be 
verminous. 

The possibility of infestation occurring in the vans of the 
private removal contractor cannot be overlooked ; these vans 
need systematic inspection. 

In connection with semi-detached prefabricated houses we 
have recently had three instances where both houses of the 
pair were found to be verminous. The circumstances in each 
case indicated that the vermin had spread from one house to 
the other. 

(vi) Rodent Infestation —On estates in rural areas there may 
be, in the early days, infestations of both rats and mice. In 
prefabricated buildings with a cavity between external and 
internal linings the difficulty of eradication is increased. We 
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have had several cases in which access was gained where the 
external lining overhanging the footings was not effectively 
sealed at the bottom. Holes provided for service pipes, waste 
pipes, etc., have frequently been the means of ingress. 

In addition to rodents, infestation by insects, e.g., earwigs, 
on new estates has caused annoyance and means of eradication 
found to be difficult. 

I would mention the help given by the Department of 
Entomology of the British Museum in identifying insects which 
form the subject of complaints by tenants. 

(vit) Keeping of Animals, etc.—At present, with the en- 
couragement given to the keeping of poultry, rabbits, etc., in 
the back garden, the siting of sheds too near to the dwelling 
and the use of unsuitable materials in construction may cause 
trouble. Without adequate control as to the type of shed to be 
erected, in addition to the possibility of a sanitary nuisance 
there is the very unpleasing appearance at the rear of the houses 
of erections of all shapes, sizes and materials. If and when 
timber supplies improve this problem can be overcome by the 
provision of a standard shed by the local authority loaned to 
the tenant at a small weekly rental. 

In connection with the keeping of animals, houses on the 
boundary of a new estate were within less than 100 ft. of an 
established piggery, containing, on an average, over 200 pigs. 
Tenants, when the houses were first occupied, were indignant 
and complaints were fast and furious during the first summer 
months. 

(viii) Initial Cultivation of Gardens—The dumping on 
vacant sites of refuse from the garden, some perhaps left by the 
contractor, especially when the ground is first being cultivated 
by the tenants, often occurs. ‘This matter can frequently be 
overcome if sympathetic consideration is given by the cleansing 
staff when household refuse is being removed. 

(ix) Atmospheric Pollution—An aspect of public health 
which will surely, in the future, receive more and more attention 
is that of atmospheric pollution. Approved domestic fuel 
burning appliances, i.e., approved by the appropriate govern- 
ment departments after testing at the Fuel Research Station, 
must be installed in all houses erected by local authorities. 
These appliances are capable without reconstruction of burning 
solid smokeless fuel. ‘The installation of the grates is but a 
small part of the problem, in many cases there is little desire 
so far as the tenant is concerned to burn anything but bituminous 
coal. It is appreciated that some solid smokeless fuels are 
expensive and there may be, at times, a difficulty in obtaining 
supplies but, undoubtedly, the real problem here is to educate 
the tenants as to the serious nuisance caused, the wastage of 
fuel involved and the many other disadvantages in burning raw 
coal in the open grate. The fact that over 50° of smoke 
pollution is due to domestic smoke surely indicates that serious 
effort should be made to ensure that not only up-to-date 
appliances are installed but that the correct fuels are burnt. 

District heating will, doubtless, solve many domestic smoke 
problems, but the unavoidable increase in rent, which must be 
paid each week, may create financial difficulties, especially in 
periods of sickness, unemployment, etc. 

In estates where large areas will be allocated to industry the 
commencement of observations as to the extent of atmospheric 
pollution before such sites are developed will give valuable 
information as to the increase in pollution after development is 
completed. The siting of the industrial area in relation to the 
prevailing wind conditions is, of course, very important if 
subsequent problems are to be avoided. In addition, if powers 
are obtained to insist on the prior approval of industrial fuel 
burning appliances the problem of industrial smoke pollution 
may be stifled at birth. Is it too much to hope that our large 
estates and satellite towns will show the way to cleaner air and 
clearer skies ? 

(x) Lack of Reasonable Amenities—A problem in the past, 
which I do not think will arise to the same extent in existing 
and future new housing estates, has been the drift of many 
of the best type of tenants from local authority houses to houses 
built by private enterprise. These latter offered far better 
amenities than those provided by the local authority, e.g., tiled 
bathroom and scullery, tiled surround to open fireplaces, a 
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wash basin in the bathroom and a gas copper Instead of the 
solid fuel washing copper. 

(xi) Food Distribution and Premises—There are certain 
problems in connection with food which inevitably arise ; the 
most common is the itinerant vendor. Shops are not available 
for the first tenants on the new estates and mobile shops are, 
therefore, essential. The powers of control of such vehicles 
at the moment are very limited, excluding the new handling, 
etc., of food by-laws and the local by-laws a particular 
authority may have. Efforts have been made in my area, but 
one must confess with very little success, to obtain running hot 
water, sink, etc., on the vehicle. I suggest, with the availability 
of calor gas such requirements are reasonable, especially when 
the mobile shops will have facilities for cutting bacon, cheese, 
etc., or may be used for frying fish and chips. 

The letting of shops to the various food trades on the new 
estate gives an opportunity for all the necessary facilities to be 
provided, which will ensure that the high standard of hygiene 
in food handling, which we all desire, is readily attained. This 
will only be achieved by co-operation, whereby the public 
health department will be informed of the use to which each 
shop is to be put and an opportunity given of discussing, with 
the prospective tenants, the requirements of the department 
when internal fittings, etc., to the premises are being planned. 
Many subsequent problems will thus be avoided. 

The submission of all plans to the public health department 
for information and observation is a very simple, yet effective, 
method, of eradicating possible future sources of trouble. 

The delivery of milk in the early days of a new estate, before 
the erection of suitable depots, has its problems. The recent 
Milk and Dairies Regulations prohibit the dumping of crates 
of full bottles of milk on the public highway but the use of 
private gardens is common practice. 

(xti) Lack of Public Lavatories—The lack of public lavatories 
on large new estates, especially near shopping centres, causes 
great inconvenience. Public houses, which often provide, in 
the older established districts, at least urinals for men, are 
absent. Culs-de-sac and out-of-the-way places tend to become 
used as conveniences and may give rise to sanitary nuisances. 

(xiti) Public Notice Boards—There is a need for the early 
erection on new estates, especially where tenants are drawn 
from other districts, of suitable notice boards whereby the 
various services of the local authority can be publicised. 

In conclusion, I would suggest, that although problems are 
inevitable, many which concern the sanitary inspector need 
never arise if the public health department was more intimately 
concerned with new housing estates from their very inception. 


Problems of New Housing Estates—III 
By Miss R. Busn, 
Housing Welfare Officer, London County Council 


I should explain as a preface that this paper expresses my 
own views and that the London County Council takes no 
responsibility for them. 

The problems that a housing welfare officer meets on new 
estates are those which arise in connection with families who 
need help and guidance, and although the difficulties are very 


real for those who have to meet them, it must be remembered 
that these families represent a small proportion only of the 
tenants as a whole. The great majority of the new families are 
self-reliant and able to cope adequately with their own problems 
as they arise, but there is a small percentage of families who 
need the help of a housing welfare officer or someone in that 
kind of capacity. ‘These, however, are exceptional and are not 
typical of municipal tenants. 

My own experience has been mainly on large cottage estates 
outside the county providing them, namely London County 
Council estates in Essex. There are no doubt some problems 
which are common to all new housing estates, but the problems 
presented by the removal of families from a crowded or insani- 
tary area to a flat in the same or a nearby locality are a different 
set of problems from those which face families who move into 
a newly developing neighbourhood some distance away in 
another county, and it is with these I am particularly concerned. 
People who move from London to housing estates in Essex 
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have to cope with two fundamental changes in their way of 
living :— 
(1) From a flat or rooms into a spacious house with 
modern conveniences. 
(2) From one county to another and from urban to rural 
conditions. 


Difficulties of Family Finance 


The first change—removal from a flat or crowded rooms into 
a spacious house with modern conveniences—entails a certain 
amount of additional expenditure, at any rate for the first year 
or perhaps two. It is found that more furniture or floor cover- 
ings or curtains are needed, and hire-purchase agreements are 
entered into, not exactly irresponsibly, but too ambitiously. 
These commitments can be honoured readily enough while the 
bread-winner keeps well, but there are the occasional cases of 
a man falling ill and having only National Insurance money to 
rely on, all his savings to date having been spent on removal 
expenses and partly equipping his new house. The National 
Assistance Board supplements this allowance with just sufficient 
money to meet current expenses, such as rent and food, but 
does not help in paying debts. Therefore, if a man’s illness 
lasts for three months, the hire-purchase payments and other 
periodical payments get into arrear and the family find them- 
selves in difficulty. They have little or nothing to fall back 
upon. Fortunately, at the present time, such cases are few, 
but they do occur from time to time and it does happen that a 
welfare officer, knowing the circumstances, can put the family 
into touch with some organisation which is able to give some 
practical assistance to help the family over a difficult time. 

The general shortage of money is aggravated by the fact that 
mothers of young children are often unable to earn because the 
provision of child-minding facilities is inadequate. 

The move into a new house also brings the necessity of 
learning how to make the best use of all the modern equipment. 
The welfare officer can quickly correct wrong impressions and 
can give a practical demonstration on the spot of the way to get 
the best value from the fire and the most economical way to 
use fuel. Warnings are sometimes necessary to thoughtless 
people about wasting electric current or avoiding risks of fire. 


Perils of Acquiring a Garden 


Removal from a flat into a house also entails the acquisition 
of a garden, which, although a real source of pleasure and 
ultimate profit, occasionally presents nightmares of bewilder- 
ment and despair to families who have to learn how to tackle 
the job, undertake very heavy work in performing the first 
digging and preparation, and pay out a certain amount of cash 
to stock it. This state of affairs is mitigated in time, but the 
first few months undoubtedly present difficulties. Quite a few 
attacks of lumbago occur in people physically off-form trying 
to dig a whole garden of heavy Essex clay in one week-end. 
Information regarding care of dustbins, use of compost heaps, 
etc., is often acceptable. 


Access to Local Services and to Work 


The second of these fundamental changes is the move from 
London—a densely populated and fully built-up area with con- 
sequent facilities within fairly easy reach of all—to Essex, an 
authority concerned largely with rural areas where a small 
population is widely dispersed and where facilities are con- 
sequently more spread out. 

In the early days of the development of one of these large 
estates, it is sometimes necessary to walk long distances to reach 
schools, welfare clinics, libraries, etc. Also, the services are 
not organised to deal with the large numbers produced by a 
large housing estate and makeshift measures have to be adopted 
while reorganisation takes place. Another factor in the 
situation is the long distances from shops, postal services and 
telephones. By long distances, I mean between one and a half 
and three miles, and although this presents no difficulty to the 
countryman, born and bred, it is not so easy for the town 
dweller until he has become accustomed to the changed 
conditions, 

There is also the distance to travel to and from work which 
is mainly in or very near London. This travelling takes time 
and money, and, in some occupations where shifts are worked, 
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this is sometimes difficult pending the provision of adequate 
transport facilities. Indeed, this question of transport facilities 
is often one of the great problems which are met with in the 
early days of the development of new estates. 


Effects on Family Relations 


The combination of these big changes in their lives presents 
considerable difficulties to people, large numbers of whom are 
ill-equipped to meet them. In the case of the younger families, 
many have married during the war and find themselves parents 
of families without having visualised and made provision for 
their responsibilities as parents. The demand on their incomes 
and the fatigue brought about by the extra responsibilities of 
family life, makes some people irritable and intolerant of their 
neighbour’s activities, and lack of allowance for other people’s 
peculiarities often leads to neighbours’ quarrels. Strained 
relations between husbands and wives spring up through dis- 
agreement on how to lay out their resources, or whether to put 
up with the noises which can be heard from next door, or 
whether to have a row about it. All sorts of trivial things give 
rise to very unhappy relations between families and between 
neighbours. Some married couples have been prevented, 
first by war circumstances, and then by housing shortage, from 
making a home together at all, until coming to a new housing 
estate, and very many have had to make their home life as best 
they could, crowded in with “in-laws ’’ and other relatives. 
This kind of background does not make for a_ balanced 
personality. 

Another factor which tends to make trouble between neigh- 
bours is the wild and uncontrolled behaviour of the children 
—even of the adults too. A lot of this can be attributed to the 
living conditions the families have come from, and sometimes 
wears off after a few months. After a long period of unnatural 
repression, the children’s high spirits break all reasonable 
bounds and their exuberance puts a great strain on neighbourly 
tolerance and kindly understanding. 

Not only are these children a nuisance to others, they are a 
danger to themselves. The presence of contractor’s tools and 
equipment are an irresistible temptation to meddle and explore 
and accidents are fairly frequent. As, unfortunately, is the case 
with any large population, there is a certain amount of juvenile 
deliquency, and wanton damage is done to unfinished houses 
as well as equipment. The promotion of social activities by 
the tenants of course helps to counteract this. 

Another small problem arises from dogs being kept by people 
who do not know how to look after them and much damage 
is done, not only to neighbours’ gardens but also to the estate 
greens and amenities. 

The problem of dirty and verminous houses also arises, but 
this is not very common. There are those families who will 
hoard old ‘‘ treasures ’’ and are reluctant to part with ancient 
furniture. The reluctance is not only sentimental of course : 
the price of new furniture to-day makes it impracticable to buy 
anything other than essentials. Apart from actual vermin, 
though, there is sometimes room for improvement in the 
standard of cleanliness of the homes. Small children soon 
make a mess of all distemper and paint-work within reach and 
young mothers are not always assiuuous in cleaning up and 
seem to give the children a pretty free hand in indulging their 
naturally grubby tastes. Neglect of the home would be very 
much accentuated during periods of illness, if no help were 
forthcoming, and the provision of home helps is undoubtedly 
responsible for maintaining higher standards of cleanliness as 
well as relieving the sick person of anxiety in this respect. 

It may well be that because of the rapidity with which these 
large estates are developed, the housing welfare officer finds 
that the need for the help and guidance which she can give is 
intensified. All sorts of questions arise, not only those related 
to the proper use of the house and the new appliances and 
fittings, the maintenance of the amenities and general appearance 
and the fostering and encouragement of a spirit of good 
neighbourliness, but also questions relating to more personal 
matters, such as pensions, Army allowances, National Insurance 
benefits, etc. Often a welfare officer is called upon to assist or 
give advice and guidance as to what a tenant should do or to whom 
he or she should apply in such matters as, for example, the 
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British Legion, the S.S.A.F.A., the British Red Cross and the 
W.V.S. I would like to say here that the valuable assistance 
which these organisations are able to give is known tome to be 
very much appreciated. 


Catering for the Old 


Provision is made to house old people in small bungalows 
which are specially designed to meet the needs of people with 
small incomes and failing physical energy. Some of these 
bungalows are among other houses and situated on a corner 
site. Sometimes there may be complaints from the old people 
of the noise caused by children, for although it is true that the 
old people like to be a part of the ordinary community, instead 
of segregated, they like to be quiet. For those old people 
who want to be away from the hurly-burly and noise of young 
things, there are groups of old people’s homes consisting of 
30 or 40 bungalows all together in a central part of the estate, 
with a specially built club room and a warden’s house. For 
some old people, it is somewhat of a hardship to have to walk 
a mile or so to cash their pensions and do their shopping, and 
for this reason these groups are sited near the shops. To get 
over the initial difficulty pending the opening of a Post Office, 
it is hoped to get the Post Office authorities to make special 
arrangements to cash a number of pensions on the spot, but 
on an estate where the old people’s bungalows are scattered, 
help is generally forthcoming from younger and more physically 
able neighbours. 

These are some of the personal and individual aspects of the 
situation created by movements of large numbers of families 
into previously undeveloped areas. Where an estate is small 
and situated fairly near an existing town or village, there is a 
tendency for the one to become absorbed in the other, and so 
a unit, already in existence, grows larger, though it changes in 
character. In the case of a large estate sufficiently far from an 
existing town or village, a new unit is created. Associations 


spring up spontaneously and bodies of tenants representing 
particular interests are formed, often for specific purposes. 


Social and Communal Facilities 


And here is one of the very big obstacles : On a completely 
new housing estate where the first priority is given to dwelling 
houses, of necessity buildings for communal activity must take 
at least second place and the inevitable result is a dearth of 
social facilities. During the summer, meetings can be held out 
of doors, and the building contractors have in many cases been 
generous with the loan of their mess-room huts, but both 
these alternatives are rather poor substitutes for a comfortable 
and adequate meeting place. 

By acting as a co-ordinator and general go-between, by con- 
veying local information and by establishing a friendly and 
welcoming contact, a welfare officer tries to be a channel through 
which new tenants can be made to feel at home in their new 
surroundings and to settle down happily. The important thing 
is that everything possible should be done to bring the tenants 
together. It is probably the company of their friends in their 
old surroundings which they miss more than anything, and 
makes them feel somewhat lonely at first. Much can be done 
to overcome this by encouraging and actively assisting in the 
formation of tenants’ clubs and associations, and much has 
been done by the Council’s housing welfare officers to this end. 
The community centres fostered in the beginning by the 
Further Education Committee, and set up by representatives 
of the tenants themselves, provide a focus for recreational and 
useful activities of many and various kinds, and a welfare officer 
can help in furthering the helpfulness of such institutions by 
her personal contacts with individuals. 

I have mentioned a few of the problems which arise in con- 
nection with the development of new estates. I would like, 
however, to emphasise that while it is inevitable that some 
problems should arise in the early days of development when 
large numbers of people are brought together in unfamiliar 
surroundings, it is surprising how soon, with the help that 
can be given by the welfare officers and local organisations, the 
estate settles down and a real community spirit grows up. 


CORRESPONDENCE 
PREVENTION OF DISEASE IN CHILDHOOD 
To the Editor of Pustic HEALTH 


S1r,—Asa medical officer of health with some paediatric experience, 
who has read with great interest the material on organisation of a child 
health service in the December and January numbers of Pustic 
Heattn, I should like to approach the problem from a somewhat 
different angle. The matter under discussion at the conference 
appears to have been mainly that of providing a service to teach 
mothers the care of their infants, and to ascertain defects with a 
view to their remedy by the curative services. ‘The problem of 
post-graduate training of the doctors who must carry out this work 
is no doubt important ; but still more important is that of training 
those who must advise responsible authorities on organising these 
services in the future, whoever they may be. 

It appears evident that with the advance of modern medical 
knowledge certain diseases stand out as being next on the list for an 
integrated preventive drive, but although many of these are confined 
to childhood they or their effects go on into adult life and some- 
times there is no sharp cut distinction between the age groups. 
No doubt as time and medical science advance certain of these 
diseases will follow scurvy and rickets into the pages of medical 
history, while others thought at present to be non-preventable will 
be added to the list. 


Disease Some MEANS OF PREVENTION 


(a) x-ray examination of adults 
slightest suspicious symptoms. 
(6) Mass radiography of adults. 


Tuberculous broncho- 
pneumonia. 

Tuberculous menin- 
gitis. 

Miliary tuberculosis. 

Epituberculosis. 

T.B., adult type (pul- 
monary). 

Pleural effusion. 
Mediastinal tubercu- 
losis. 

Adenitis. 

Abdominal 
losis (human). 

Other forms (human) 


(c) Case contact follow-up. : 
(d) Care of adult cases and their education. 
(e) Adequate housing ; chalets. 


(f) Recreation facilities, 
fields, etc. 
(g) Ventilation of offices, public houses, etc. 


parks, playing 


tubercu- (h) Supervision of milk and food handlers. 
(i) Clean food and drink, etc.; general 
cleanliness. 
(j) Tuberculin testing children will detect 
infectious adults. 
(k) B.C.G. inoculation. 
(J) All measures likely to increase general 
health of population. 


(a) Pasteurisation of milk. 
sore (6) Care of cattle. 


Bovine tuberculosis. 
Streptococcal 
throat. 
Gastro-enteritis. 
Enteric fever. 
Diphtheria. 
Undulant fever. 


(c) Supervision of dairies and personnel. 
(d) Frequent sampling and testing. 
(e) Supervision of all milk handlers. 
(f) Supervision of ice-cream supplies and 
manufacture. 


(a) Housing and environmental hygiene. 

(b) General nutrition. Work on “ problem 

families.” 

(c) Tonsillitis, otitis media, quinsy, neph- 
ritis and rheumatism to be made 
notifiable. Term “ scarlet fever” to 
be abolished. 

(d) Stricter isolation of swab Positive cases. 

(e) More research into the typing of 
S. haemolyticus and its value in pre- 
ventive medicine. 


Tonsillitis. 

Sore throat. 

Quinsy. 

Nephritis. 

Rheumatic disease and 
carditis. Chorea. 

Otitis media. 

Deafness. 

Brain abscess. 

Meningitis, etc. 


Diphtheria. 
Smallpox. 


(a) Intense health education to bring the 
number of protected children as high 
as possible. 

(6) Posters in all doctors’ surgeries. 


(a) Immunisation against both these dis- 
eases of some value. More research 
required. 

(6) Health education required for early 
diagnosis and isolation. Danger of 
contact of young infants with whoop- 
ing cough not at present known by 
the public. 


Whooping cough. 
Measles. 
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Bronchiectasis. 


(c) Follow-up of cases of measles, whoop- 
Fibrosis of lung. 


ing cough and broncho-pneumonia 
with x-ray examinations. 


Gastro-enteritis. 


(a) General cleanliness. Shops inspection. 
Food poisoning. 


(6) Clean food campaigns. Health educa- 


Sonne dysentery. tion. 

Protozoa. (c) Controlled tipping. Anti-fly measures. 
Worms. (d) Nuisance abatement and sanitary con- 
Infestation. trol. 

Thrush. (e) Use and swabbing and microscope. 
Stomatitis. (f) More intensive propaganda, particularly 
Vincent’s angina, as regards P. capitis. 

Gingivitis. (g) Ascertainment and treatment. 


(A) Supervision of sale of ice-cream relates 
to some of these. 

(1) Any measures likely to prevent spread of 
infection. 


Acute benign lympho- (a) General cleanliness. 
cytic meningitis. 
Infective hepatitis. (b) Rodent destruction. 
Simple goitre. (a) Determine which are endemic goitre 
Grave's Disease. areas. 
Cretinism. (6) Supply iodised salt to whole population. 
Deaf mutism. (c) Otherwise educate public in its use. 
General under-develop- (d) Good fish supply. 
ment. 


Congenital deformities. (a) Infect girls with rubella virus before 
marriage. 
(b) More research required. 


Crippling. (a) Educate parents against danger of acci- 
dents in home and elsewhere. 

(b) Kerb-drill, etc. 

(c) Leaflets during poliomyelitis epidemic 
to urge parents to send ailing children 
straight to bed. 

Bronchitis. (a) Smoke abatement. 
Pneumonia. (6) Good food supply. 
Empyema. (c) Housing, slum clearance, and instruc- 


tion on use of new Council houses.’ 
(d) General repairs to property. Work on 
“ Problem families.”’ 


Congenital syphilis. 

Erythroblastosis — re- 
sulting mental 
changes and_ sr isti- 


(a) Work done in ante-natal clinics in some 
parts of country most encouraging. 
Should become universal. 


city. 
Haemorrhagic disease of 
new born. 
(a) Visit ‘‘ problem families.” 
(0) Health education. 
(c) Slum clearance. Housing. 


Nutritional anaemia. 
Marasmus. 
Delicate children. 


Under - nourishment (d) Teaching cookery and domestic science. 
(non - psychological Good food supply, particularly fish. 
type) (e) Haemoglobin estimations on expectant 

mothers. 


Knock knee. (a) More health visiting. 
Flat foot. (b) More toddlers’ clinics. 
Scoliosis. (c) More playgrounds for toddlers only. 

(d) Housing and repairs to houses. 

(e) Slum clearance. 

(f ) Health education. 

Flat chest. Follow-up of all tonsillectomy cases 
with breathing exercises. 


Crippling and pro- (a) Follow-up by social workers of severe 
longed illness. crippling accidents and poliomyelitis 
Psychological effects of. cases. 
(6) Special education, for age, ability, apti- 
tude. 
(c) Educational therapy. 
(d) Education and instruction of parents. 


Mental instability. (a) Study and rehabilitation of ‘‘ problem 


Maladjustment. families.”” (Seeds of delinquency sown 
before school age. 
Tic. (6) Liaison with N.S.P.C.C. 
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Hysteria (c) Follow-up of mental cases, coming in 
Effects of other specific contact with children. (Much so- 
disabilities. called ‘* hereditary disease ’’ in reality 
Under - nourishment acquired. Many children with one 
(psychological type). or two living parents can be re- 
garded as “ deprived ’’), 
(d) Mental ascertainment. 
(e) Good housing conditions. 
(f ) Good recreational facilities. 
(g) Opportunity for intellectual pursuits. 
(h) Health education. 
(i) More research required. 


This list is not claimed to be complete nor absolutely proof against 
detailed criticism. Apart from the fact that a large part of the popula- 
tion of England and Wales is receiving insufficient iodine (M.R.C. 
Memorandum 18, 1948), the main lines of advance appear to be 
health education, mental health and the tuberculosis problem with the 
advent of B.C.G. In order for such a service to succeed it must be a 
personal one, with close contact between the M.O.H. and the popula- 
tion,with the former having an intimate knowledge of his district. 

The sources from which the M.O.H. may gain this knowledge 
may be numerous, but the information gained in school inspections 
and the maternity and child welfare clinics and through the health 
visitors will most likely take pride of place for many generations to 
come. This infornation is of great value in guiding the efforts of 
the sanitary inspector, and it is essential that there should be perfect 
liaison between these three pillars of the preventive service. Clean 
food campaigns and health education drives are unlikely to gain much 
momentum unless a keen M.O.H. is behind them. 

Friendly and personal co-operation between the preventive and 
curative services must also be essential, based on scientific knowledge 
and mutual esteen with a minimum of bureaucratic control. The 
subject of prevention of mental disease is most fascinating, and one 
can only conjecture its future developments. 

It would seem that the detailed knowledge of a small area by the 
M.O.H. and his assistants with close contact between themselves 
and the child guidance clinic with its psychiatric social worker, will 
be essential requirements for this service. There can be no doubt 
that such a system, worked by medical officers qualified in mental 
deficiency, will have a profound effect on the strength and stability 
of the whole nation, with great economic advantages. 

Finally, it is to be hoped that the assistant medical officer, trained 
in children’s diseases in an institute of child health, will not have 
to wait too many years before he can aspire to advise the Health 
Committee of an autonomous local authority on the best means of 
their prevention, and thus reach a position not only to lead his 
team into the struggle against disease, but to provide them with 
that “* intellectual companionship ’’ without which all work becomes 
hollow drudgery. 

Yours faithfully, 
R. IoEy, 
Medical of Health, 
Bedwellty U.D.C. 
Municipal Offices, 
Aberbargoed, 
Bargoed, 
Glam. 


Furvure oF THE ScHooL HEALTH SERVICE 


To the Editor of Pustic Heavtn 


y must have read Dr. Fraser's address in your 
March issue with great interest. There is one sentence which I 
would particularly like to stress—‘‘ These things may sort them- 
selves out in time, but I am quite clear that I will continue to 
utilise the services of specialists at the expense of the local educa- 
tion authority in all cases where this seems to be indicated. ¥ 
If all School Medical Officers adopt this policy I feel sure that 
much can be done to rehabilitate the School Medical Service. 
Yours faithfully, 
Central Health Clinic, R. H. Parry. 
Tower Hill, 
Bristol, 2. 
March 13th, 1950. 


On the occasion of the Chadwick Lecture on March 14th the 
Chairman of the Chadwick Trustees (E. M. Rich, Esq., ¢.B.E., F.C.G.1.) 
made the presentation of the Chadwick Prize of £100 and a Medal 
to Brigadier A. E, Richmond, c.B.£., R.A.M.C. (ret.), until recently 
Director of Hygiene, Army Medical Services. 
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OBITUARY 
Joun Atrrep M.D., LOND., F.R.C.P., LOND., D.SC. 


_ The death on February 27th, at the age of 61, of Prof. J. A. Ryle, 
since 1943 Professor of Social Medicine and Director of the Institute 
of Social Medicine in the University of Oxford, will be learned with 
regret by the many members of the public health service whom 
he had inspired and assisted. It is sad, but typical of his approach, 
that one ot his last published studies was that on the natural history 
of coronary discase (reviewed in our March issue), the cause of 
his own death. 

The son of a Brighton doctor, he was educated at Brighton College 
and Guy’s Hospital, whence he qualified with a gold medal in medi- 
cine in 1913. After war service he proceeded M.D., again with 
gold medal, took the membership of the Royal College of Physicians 
in 1919 and was elected to the fellowship in 1924. He was 
Goulstonian lecturer of the R.C.P. in 1925, Croonian lecturer in 
1939, and Hunterian Professor of the R.C.S., 1932 ; physician to the 
King’s household 1932-36, and Physician Extraordinary to the King 
since 1936. He was a member of the M.R.C. from 1935-39. 

His first great period was as teacher at Guy’s from 1919 to 1935, 
about which Dr, Fraser Brockington writes in his tribute below. 
It was a surprise when he left the road of the established consultant 
to become Regius Professor of Physic at Cambridge in 1935, but 
this was a move in keeping with his spiritual development. There 
seems little doubt, however, that he did not find full scope at 
Cambridge and that the period in the new chair of Social Medicine 
at Oxford was his happiest and most fruitful, though he had suffered 
his first coronary thrombosis in 1942. In social medicine he was 
really the pioneer and the form of that study which he practised 
was one which appealed to the public health service. At Oxford 
there was a happy and useful collaboration with the city health 
department under the late Dr. G. C. Williams, and many members 
of our Society enjoyed meetings and courses in that city to which 
the Institute gave a special interest. 

Prof. Ryle held a titular and unpaid appointment under Oxford 
City Council and this enabled him to pay the Society the compliment 
of being the first Professor in his subject to become a Fellow in 1947. 

We extend deep sympathy to his widow and five children. 

Dr. C. Fraser Brockington writes as follows : — 

“When I entered the Medical Wards at Guy’s Hospital, Professor 
Ryle was already a great man particularly versed in diseajes of the 
gastro-intestinal tract; his clerks heard a lot about Ryle’s_ tube. 
Looking back one sees more clearly the mind that eventually turned 
to social medicine. Ryle was fascinated by social history taking 
and as he was equally keen on good notes all his clerks found them- 
selves writing up histories in minute and colourful detail. This 
affected me personally so much that I left behind the glittering 
prospects of consultant status to study for a D.P.H. at Cambridge. 
How many dozens of others, students and general practitioners, he 
must have influenced in like manner it is impossible to say. When 
much later he left the Regius Professorship of Medicine at Cam- 
bridge University for the Chair in Social Medicine at Oxford, it 
was to me the fulfilment of a destiny. And so continued that 
leavening of the whole field of medicine with new ideas of social 
pathology which had been begun over 20 years before. Social 
Medicine is of course, as old as the hills, but yet the realisation 
of its truly great possibilities is quite recent. It is largely to Ryle 
that we must accord the palm for this great change in outlook. 
Ryle was always a friend to the Medical Officer of Health and it 
is typical of him that he joined the Society in 1947. The Society 
has lost its greatest member, for Ryle is to be ranked among the 
great pioneers of social medicine. He gave meaning to an idea.” 


The late Dr. P. G. Horsburgh, G.m.—We regret that by error we 
stated in our obituary notice in our March issue that Dr. Horsburgh 
had become an Area M.O. for Leicestershire and had been a mem- 
ber of the East Midland Branch. These should of course have 
read “ Warwickshire ” and ‘* Midland Branch ” respectively. 


A LEICESTER CENTENARY 


Closely following Dr. Maurice Williams’ health history of South- 
hampton.* Dr. E. K. Macdonald, in his annual report on the 
health of the City of Leicester in 1943, includes a 19-page history 
written by his deputy (Dr. Alex. Hutchison) of the work of his 
department during the last hundred years. Public health in 
Leicester had a rather unusual start in the appointment in 1846, 
on the recommendation of the Town Improvement Committee, of 


* Public Health (February, 1950). 63. 75. 
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two medical officers (Dr. Barclay and Mr. Buck) to certify the 
existence of nuisances and to attend to give evidence before the 
magistrates where necessary, for a salary of 20 guineas each. 
Leicester had thus anticipated the coming into operation of the 
P.H.A., 1348. When Dr. Barclay resigned in 13849, Mr. Buck 
became the first “ officer of health.” He was an active and zealous 
officer tackling the problems of sewers, slaughterhouses and infantile 
diarrhoea. His successor (Dr. John Moore) had to handle an out- 
break of cholera during the first year, i853. In 1854 the LM.R. was 
194-7 per 1,000 live births, but by 1855 the effect of sanitary reforms 
was already being shown in a reduction of diarrhoeal deaths, although 
there were many later upsurges. It is interesting to note that Dr. 
Moore had in 1860 taken an interest in school health, for he 
commented favourably on a by-law increasing the cubic space per 
pupil. In the following vear, commenting on tuberculosis in 
factory workers, he gave his opinion that the Local Health Board 
had not adequate powers to improve working conditions. 

Dr. J. W. Crane, who succeeded Dr. Moore in 1866, finished 
up a discussion on infant mortality in his 1869 report with the 
words: “It has been computed that the mortality of children 
brought up by hand amounts to 50-70°,, and when the management 
is also entrusted to ignorant nurses it reaches from 60-909.” 

The Council turned down his proposal for an isolation hospital 
in 1870, a decision which they may have regretted when smallpox 
caused 314 deaths two years later. 1875 saw 175 deaths from 
scarlet fever. 

Dr. William Johnson succeeded as M.O.H. in 1878, after a 
period as Assistant. He must have been a remarkable man, since 
in his first report he suggested that infantile diarrhoea was due 
“to the introduction of minute living organisms into the system 
by means of air or food, and that in badly sewered districts milk 
will be found to be speedily infected,” and also reported on day 
nurseries, using the arguments we use in their favour to-day, so 
that the first nursery was opened in Leicester that year. 

In 1879 (ten years before national action was taken) Leicester 
include compulsory registration of infectious disease in a private 
Act, against the protests of the local medical profession that 
this “was uncalled for and likely to lead to endless mischief 
and complications.” But not a single subsequent complaint was 
received. In 1883 Dr. Johnson reported that notification had been a 
great step towards prevention of infections, though in 1884 another 
large outbreak of infantile diarrhoea brought the 1.M.R. up to 
233. The M.O.H. kad also been advising the tuberculous on their 
mode of living. 

1885 saw the opening of the laboratory for the M.O.H., who 
was also Town Analyst. This was also Dr. Johnson’s last year 
and he was succeeded by Dr. Henry Tompkins. In 1886 The 
Lancet sent a special commissioner to Leicester to investigate how 
the town had kept free for many years from smallpox, though 
even then it was a centre of the anti-vaccination campaign. In 
1891 health education became part of the Leicester school curri- 
culum and Dr. Joseph Priestley (a well-known figure in the annals 
of the Society of M.O.H.) was appointed to follow Dr. Tompkins. 
In his 1892 report Priestley strongly attacked pail closets as the 
medium of typhoid spread (there were 116 cases notified in 
Leicester that year). Smallpox caused 308 cases with 15 deaths 
(all in the unvaccinated) in 1893, and 840 infants died from 
diarrhoea. Dr. Henry Monk succeeded in 1895. In 1897 he re- 
ferred to the satisfactory state of ice-cream premises. The 1898 
report recorded 211 measles deaths. Leicester had now attained 
a population of 208,662 compared with 58.000 50 vears before. 
In 1900 the Isolation Hospital at Groby Road was at last opened ; 
that year there were 1,452 cases of diphtheria, 516 fatal. 

Dr. C. Killick Millard, happily still with us, wrote the first of 
his 34 annual reports as M.O.H., Leicester, in 1901, and Dr. 
Allen Warner was appointed the first R.M.O. at Groby Road, 
whence he became the first school medical officer in the town, 
retaining this post for 30 years. In 1903 there were 406 smallpox 
cases, 21] fatal; and next year Dr. Millard referred to the mortality 
from diarrhoca and tuberculosis. Smallpox again caused 321 cases 
and four deaths. The Milk Depot for mothers of young infants 
was opened on Dr. Millard’s suggestion in 1905 and_ infantile 
diarrhoea seems to have dwindled from that time onward. By 
1912 the I.M.R. was down to 109 for 1,000 births. Infant Welfare 
and anti-V.D. work were the features of the war period and in 
1918 came the great influenza epidemic, which in Leicester caused 
1,100 deaths, with another 900 in 1919. 

The 1920’s saw the inauguration of clean milk and housing 
drives. By 1923 the I.M.R. had been reduced to 84 and in that year 
the present Health Offices in Grevfriars were opened. Diphtheria 
caused 429 cases, 34 deaths in 1924; in 1925-1927 and the years 
to 1931 smallpox returned with mild epidemics. In 1926 polio- 
mvyelitis struck, causing 81 cases with seven deaths. Infant 
mortality’s progressive reduction is shown by the following 
figures: —70-7 (1928), 55-7 (1930), 52:7 (1934) and 45-9 (1938). 
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Dr. Millard’s farewell report (1934) mentioned how he was ap- 
pointed in 1901 as M.O.H., M.S. to the isolation hospital (with 
one R.M.O.) and as public analyst: the rest of the staff being eight 
Sanitary inspectors and one health visitor, whilst at his retirement 
the statf beside himself composed 12 whole-time M.O.s and 20 
part-time, 21 S.ls and 20 H.V., 1 whole-time public analyst and 
two assistants, veterinary and dental officers. 

Comparative figures at the beginning and end of his period of 
office were : — 


Tuberculosis 
General Death Mortality per 
Rate I.M.R. 100,000 
1901 15-7 178 165 
1934 11-7 52 100 


Dr. E. K. Macdonald, the present M.O.H., took office in 1935 
and has well continued the work of his predecessors. The second 
world war interrupted the valuable drive from slum clearance and 
brought new problems of V.D. and scabies prevalence; but the 
best index of success was the new low record I.M.R. of 44 per 
1,000 births achieved in 1944 at the height of the war. A rise in 
1945 was due to an outbreak of diarrhoea and vomiting, attributed 
by Dr. Macdonald to the bins placed about the streets for pig- 
food collection. 1947 was notable for the severe incidence of 
poliomyelitis and sn the administrative side for the merger of the 
health visiting and school nursing staffs and the inauguration of 
the Home Help Service. The latest report for 1948 gives an I.M.R. 
new “low” of 38:3 and comments on the changes of July 5th, 
inaugurating the National Health Service. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH 


Notices 


ORDINARY MEETING 


Notice is hereby given that an Ordinary Meeting of the Society 
will be held in the Hastings Hall, Tavistock House, Tavistock Square, 
London, W.C.1, on Thursday, April 20th, 1950, at 5.30 p.m. 


AGENDA 
1, Minutes. 
2. Correspondence. 

3. Election of fully-paid Life Members on the nominations of 
the Council and the North-Western Branch as follows :— 

Dr. F. T. H. Wood, 0.8.£. (formerly M.O.H., Bootle C.B.). 
Joined the Society 1919. President 1939-41. 

Dr. R. W. Macpherson (formerly M.O.H., Workington M.B.). 
Joined the Society 1920. 

4. Election of Fellows (see list below). = 

5. Nominations for next election. 

6. Discussion on “ Salmonella Infection in Humans and Animals,” 
to be opened by Joan Taylor, B.sc., M.B., D.P.H., Central Public Health 
Laboratory, Colindale. 

7. Any other business. 

By Order, 
G. L. C. ELuiston, 
Executive Secretary. 


The details given in the following list include (i) the Branch to 
which the member will belong, (ii) name and qualifications, (iii) 
address, (iv) appointment, and (v), in brackets, the names of proposer 
and seconder. 

Met. Barker, Rosetta C., M.B., B.CH., B.A.O., D.P.H., 54, Gurney 
Drive, London, N.2. A.M.O., L.C.C. (S. King, Evelyn C. M. 
(McGregor.) 

Sc. Bennie, Thomas Yellowlees, M.B., CH.B. (GLASG.), D.P.H., 88, 
Renfrew Road, Paisley, Renfrewshire. Dep. M.O.H., Burgh of 
Paisley. (G. V. T. M’Michael, J. S. M. Gray.) 

H.C. Brade-Birks, Hilda Kathleen, M.B., CH.B. (MANCH.), D.P.H., 
100, Whitstable Road, Canterbury. M.O.H., East Kent (No. 3) 
U.D.s. (Mary Lennox, A. Elliott.) 

Met. Bradley, William Henry, p.m. (OxON), M.R.C.P., Ministry of 
Health, Whitehall, S.W.1. Senior M.O., Ministry of Health. 
(Melville D. Mackenzie, Jas. Fenton.) 

N.W. Brindle, Thomas Wynne, M.B., CH.B. (MANCH.), D.P.H., 
19, Highfield Villas, Mold, Flintshire. M.O.H., Cent. Dists. Flints, 
and Asst.{C.M.O., Flints. (A. E. Roberts, A. E. G. Rowlands.) 

W.E. Budding, Mary Elmed, M.B., B.CH., B.SC. (WALES), D.P.H., 
7, Springhill, Tavistock, Devon, A.C.M.O.H., Devon C.C. (L. 
Meredith Davies, W. J. Doyle.) 

N.W. Burn, Alan Telford, M.B. (DURH.), B.S., D.P.H., Town Hall, 
Sale, Cheshire. M.O.H., Sale M.B.; Lymm U.D. Divl. M.O., 
Cheshire C.C. (D. Longbottom, F. W. C. Brown.) 
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N.I. Burns, Phoebe Stanton, M.B., B.CH., B.A.O., D.P.H., 19, Mary- 
ville Park, Belfast. A.M.O.H., Belfast. (A. D. Campbell, Kathleen 
M. Corbett.) 

Mid. Collins, Williams Cornelius, B.sc., M.B. (IRE.), D.P.H., Health 
Dept., Town Hall, Burton-on-Trent. Dep. M.O.H., Burton-on- 
Trent C.B. (W. Alcock, E. A. Perrott.) 

Met. Copeland, Winifred Mary, M.B. (BELF.), D.P.H., 193, Tolworth 
Rise, Surbiton, Surrey. A.M.O., L.C.C. (Div. 6). (F. R. Waldron, 
E. Mackenzie.) 

Mid. Domenet, Jacqueline, M.B., CH.B. (BIRM.), 135, Glendower 
Road, Perry Barr, Birmingham, 22. A.M.O., M. & C.W., Birming- 
ham C.B. (B. Hatherley, E. M. Alexander.) 

N.W. Elwood, Willis John, M.B. (BELF.), D.P.H., 134, Earlswood 
Road, Strandtown, Belfast. Asst. Divl. M.O., Lancs C.C. (A. 
Simpson, H. I. Ashford.) 

Wa. Evans, Constance M. Stenner, B.SC., M.R.C.S., L.R.C.P., 
Maesycoed, Camden Road, Brecon. A.C.M.O.H., Brecon C.C. 
(W. F. Betenson, A. R. Culley.) 

Wa. Evans, Hannah Patricia, M.B., B.CH. (WA.), B.Sc., 37, Llange- 
wydd Road, Bridgend, Glam. A.C.M.O.H., Glam. C.C. (Kathleen 
Davies, Jennet Rees.) 

Wa. Falkman, Sebastian, L.R.c.p. & s. (EDIN.), L.R.F.P.S. (GLAS.), 
D.R.C.O.G., D.P.H., Public Health Dept., Town Hall, Maesteg, Glam. 
M.O.H., Maesteg U.D. (Kathleen Davies, B. T. Jones.) 

Mid. Gaffney, Margaret Mary, M.B., CH.B. (IRE.), Boston Lodge, 
Earlsdon Avenue, Coventry. Senior A.S.M.O., Coventry C.B. 
(T. Morrison Clayton, C. I. Ham.) 

Met. Gillatt, Margaret Steedman, M.B., CH.B. (EDIN.), Public 
Health Centre, Bermondsey, S.E.1. A.M.O., M. & C.W., L.C.C. 
(Muriel J. W. Dobbin, Ann Mower White.) 

Sc. Gilmour, William, M.D., CH.B. (GLASG.), D.P.H., Municipal 
Offices, Cadzow Street, Hamilton. M.O.H., Burgh of Hamilton. 
(John Riddell, W. G. Clark.) 

H.C. Griffiths, Phyllis, M.R.c.s., L.R.C.P., D.P.H., 11, Dorset 
Square, Marylebone, N.W.1. A.M.O.H. & A.S.M.O., Middlesex 
C.C. (Area 9). (A. Anderson, Elizabeth N. Christie.) 

H.C. Heller, Margaret, M.D. (VIENNA), L.R.c.P. & S. (EDIN.), 23, 
Russell Road, London, W.14. Dep. M.O.H., Acton M.B. ; 
A.C.M.O.H., Middx C.C. (Geo. E. B. Payne, Kathleen Hart.) 

Wa. Hoey, Richard Ayrton, M.R.C.S., L.R.C.P., D.P.H., 34, Green- 
wood Road, Blackwood, Mon. M.O.H., Bedwellty U.D. (G. E. 
Donovan, F. C. R. Harvey.) 

S. Hunter, Colin Graeme, M.B., CH.B. (N.Z.), M.R.C.P., D.P.H., 
H.M.S. Dolphin, c/o G.P.O. R.N. Medical Service. (G. M. Frizelle, 
David Duncan.) 

Mid. Jamison, Cecil Edward, B.A., M.B., B.A.O., D.P.H., Tamworth 
House, Tamworth Street, Lichfield, M.O.H., Lichfield R.D. (M. B. 
Binks, Wm. D. Hyde.) 

Wa. Jones, Kathleen E. J., M.r.c.s., L.R.c.P., “ Parkfield,” 23, 
Coity Road, Bridgend, Glam. A.C.M.O.H., Glam. C.C, (Kathleen 
Davies, Jennet Rees.) 

H.C. Kalra, Atam P., M.B., B.S. (LOND.), M.R.C.S., L.R.C.P., D.P.H., 
D.c.H., Town Hall, Braintree, Essex. M.O.H., Braintree, Witham 
and Dunmow and A.C.M.O.H., Essex C.C. (J. M. Thomas, R. R. 
Whitman.) 

N.I. Lawson, George Trevor Nevin, M.B., B.CH. (BELF.), D.P.H., 
116, Harberton Park, Belfast. A.C.M.O.H., Co. Fermanagh. (W. 
A. Dickson, Brian O. Moore.) 

N.W. Lumley, Air Cdre Eric Alfred, R.A.F. (ret.), C.B.E., M.C., 
M.D. (DUB.), B.CH., D.P.H., D.T.M. & H., County Offices, Preston, Lancs. 
Asst. Div. M.O., No. 10 Div., Lancs C.C. (Jas. Fenton, G. M. 
Frizelle.) 

S. Mackay, Roderick, M.D. (ABERD.), D.P.H., 19, Portland Cham- 
bers, Fareham, Hants. M.O.H., Fareham U.D., A.C.M.O.H., 
Hants C.C. (E. J. Gordon Wallace, I. B. Lawrence.) 

Wa. McKendrick, William, (GLASG.), D.P.H., Town Hall, 
Colwyn Bay, N. Wales. M.O.H., Colwyn Bay; A.C.M.O.H., 
Denbighshire. (H. Arwel Thomas, T. P. Edwards.) 

H.C. McLeish, Alastair Campbell, M.A., M.B., B.S. (LOND.), D.P.H., 
86, Goldsmith Road, Friern Barnet, N.11. Dep. M.O.H., Barking 
M.B. (C. Leonard Williams, Mary H. Westlake.) 

E.M. Margetts, Albert Roy Childs, M.B., B.s. (LOND.), D.P.H., 72, 
Russell Drive, Wollaton, Nottingham. Senior A.C.M.O.H., Notts 
C.C. (C. W. W. Jeremiah, M. B. Black.) 

Mid. Markham, Robert William, M.B., B.cCH. (CAMB.), D.P.H., 26, 
Manor Avenue, Kidderminster, Worcs. M.O.H., C.D., Bewdley 
M.B., Stourport on Severn U.D., Kidderminster and Tenbury 
R.D.s ; A.C.M.O.H., Worcs C.C. (C. Starkie, J. W. Pickup.) 

H.C. Mayers, James Reuben, M.B., B.S. (LOND.), D.P.H., 31, Priory 
Road, Hornsey, London, N.8. Temp. A.M.O.H., Middx. C.C. 
(Kathleen Hart, D. A. Cragmile.) 

Met. Mitchell, James John, m.B. (GLASG.), CH.B., 28, Hillcroft 
Avenue, Pinner, Middx. Senior M.O. and M.O.H., Uganda. (H. D. 
Chalke, F. M. Day.) 
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Met. Moss-Morris, Sheila Beryl, M.B., B.cH. (wiTs.), D.C.H., 
17, Lymington Road, London, N.W.6. A.M.O.H., Div. 3, L.C.C. 
(V. Freeman, A. B. Stewart.) 

Y. Nelson, Ivan D. M., M.B. (BELF.), B.CH., D.P.H., 16, Grasmere 
Road, Dewsbury. Dep. M.O.H., Dewsbury C.B. (E. D. Irvine, 
John K. Brown.) 

E.A. Norbury, John Henry Frederick, M.B., B.S. (LOND.), D.P.H., 
1, St. Mary’s Road, Cromer, Norfolk. M.O.H., Cromer, Shering- 
ham, etc.; A.C.M.O.H., Norfolk C.C. (T. Ruddock-West, K. F. 
Alford.) 

Sc. Ore, Sheila M., M.B., CH.B. (ST. AND.), 22, York Place, Perth. 
A.M.O.H., City of Perth. (J. M. Aitken, John Riddell.) : 

Mid. Payton, Carrick Gordon, M.D. (BIRM.), CH.B., D.P.H., 7a, St. 
Giles Square, Northampton. M.O.H., S.M.O. and Chief T.O., 
Northampton. (John M. Gibson, C. M. Smith.) 

H.C. Polson, James St. C., M.B. (GLASG.), CH.B., D.P.H., H.Q., 
No. 43 Group, R.A.F., Hucknall, Notts. Senior M.O., No. 43 
Group. (G. M. Frizelle, H. D. Chalke.) 

Mid. Preston, Jean Elizabeth, M.B. (GLASG.), CH.B., 
Road, Sutton Coldfield, Warwickshire. A.M.O., M. 
Birmingham C.B. (B. Hatherley, E. M. Alexander.) ; 

Y. Timpany, Margaret M., M.B. (EDIN.), CH.B., D.P.H., 55, New 
North Road, Huddersfield. (H. M. Cohen, Dorothy M. Beaumont.) 

Mid. Warwick, Elspeth M., M.B. (EDIN.), D.P.H., 93, Mulberry 
Road, Birmingham, 30. A.M.O.H., Birmingham. C B. (B. Hather- 
ley, E. M. Alexander.) 

N.W. Watson, John Charles, B.A., M.B. (DUB.), B.CH., D.P.H., 19, 
Hall Drive, Alkrington, Middleton, Lancs. Asst. Divl. M.O., Lancs 
C.C. (J. S. G. Burnett, A. V. Stocks.) 

H.C. White, Joyce E. M., M.R.C.S., L.R.C.P., The Portland Hotel, 
Portland Rise, N.4. Asst. M.O.H., L.C.C. (M. Manson, K. Glyn 

ones, 

, NW. Williams, Gwendoline, M.B. (LIV.), CH.B., D.P.H., 8, Yew 
Tree Road, Ormskirk, Lancs. A.M.O.H., Preston C.B. (J. S. G. 
Burnett, J. Walker.) 

Met. Williams, Llary Mair, m.b. (WA.), B.CH., D.P.H., D.C.H., 16, 
Watchfield, Sutton Court Road, Chiswick, W.4. A.M.O.H., L.C.C. 
(S. King, Evelyn C. McGregor.) 

Mid.” Will, Margaret O., M.B. (ABERD.), D.P.H., 2, Hollycroft Road, 
Birmingham, 21. A.M.O., M. & C.W., Birmingham C.B. (B. 
Hatherley, E. M. Alexander.) 

Sc. Wilson, William Donald, M.D. (ABERD.), D.P.H., Heathcote, 
10, Muirfield Road, Inverness. M.O.H., Inverness Burgh and 
County. (Edward A. Johnston, A. M. Fraser.) 

N. Wright, Anne Hourston, M.B., CH.B.,'7, Claremont Terrace, 
Sunderland. A.M.O.H., Sunderland C.B. (A. S. Hebblethwaite, 
Ethel Browell.) 
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COUNCIL MEETING 

A meeting of the Council of the Society was held in the Hastings 
Hall, Tavistock House, London, W.C.1, on Friday, February 17th, 
1950, at 10 a.m. : 

21. The Chairman of Council, Sir Allen Daley, presided and 
there were also present the President (Dr. H. C. Maurice Williams), 
Drs. W. Alcock, H. L. Barker, Mr. J. V. Bingay, L.D.S., Drs. C. 
Fraser Brockington, C. Metcalfe Brown, George Buchan, J. S. G. 
Burnett, H. D. Chalke, George Chesney, W. G. Clark, H. M. 
Cohen, C. K. Cullen, F. M. Day, James Fenton, Miriam Florentin, 
J. M. Gibson, F. Gray, Kathleen M. Hart, A. S. Hebblethwaite, 
Cc. E. Herington, G. Hamilton Hogben, Professor J. Johnstone 
Jervis, Drs. R. H. H. Jolly, John Maddison, Maurice Mitman, 
‘Alexander Morrison, G. A. W. Neill, A. A. E. Newth, Wyndham 
Parker, R. C. M. Pearson, T. Ruddock-West, ]. A. Stirling, Mr. A. 
Gordon Taylor, L.D.S., Drs. A. L. Taylor, G. McKim Thomas, 
Norah I. Wattie and Ann Mower White. 

22. Apologies for absence were received from Dr. R. H. G. Hector 
Denham, Sir George Elliston, Professor W. M. Fraser, Drs. G. M. 
Frizelle and J. A. Ireland, Sir Wilson Jameson, Drs. John Riddell, 
W. S. Walton and J. Greenwood Wilson. 

23. New Year Honours—The Chairman, Sir Allen Daley, ex- 

ressed the congratulations of the Council to two members who 

ad been recipients of honours in the New Year’s Honours List, 
viz., Dr. J. A. Charles—Knighthood, and Dr. G. V. T. MacMichael 
—O.B.E. 

24. Minutes of the Meeting held on November 25th, 1949 
(Public Health, January, 1950, pages 66 to 69), were confirmed and 
signed. 

25. Tuberculosis Group of the B.M.A—(Min. 8.) It was reported 
that the B.M.A. were unable to accept two nominations for co- 
option to the committee of the Group and that Dr. F. Hall had 

Nn appointed. 
"— Report of the General Purposes Committee—Dr. J. M. Gibson 
(Chairman) presented the minutes of the meeting which was held 
on January 20th, 1950 (Appendix A). Subject to the following 


135 
amendments, the 
adopted : — 

Min. 6. Whitley Medical Functional Council 

It was reported that the first meeting of the Whitley Medical 
Functional Council had been held on January 26th at the 
offices of the Ministry of Health, when a Chairman (Mr. T. 
Keeting) and Vice-Chairman (Dr. E. A. Gregg) had been 
appointed and arrangements made for meetings of the Com- 
mittees. The aate for the first meeting of Committee C (Public 
Health Services Committee) had been tentatively arranged for 
February l6th or 17th, but would now take place on 
March 16th. 
The following resolution was reported from the West of 
England Branch and was supported by the Metropolitan, 
Welsh and Yorkshire Branches, and M. & C.W., School Health 
Service, and Tuberculosis Groups :— 

“That this Branch views with great concern the dis- 
content of the members of the Public Health Service, this 
being due to inordinate delay in adjusting salaries and 
conditions of service to meet present-day requirements, 
and urges the Council of the Society to do its utmost to 
bring about a speedy betterment of this unsatisfactory 
state of affairs.” 

It was resolved to support this resolution and to forward 
it to the B.M.A. 
Min. 8. Public Health Medical Officers employed by 
Regional Hospital Boards.——Dr. George Chesney stated that 
in his opinion separate contracts would be of advantage to 
some Medical Officers who were employed jointly by local 
authorities and regional hospital boards. He gave several 
instances where this would be so and Dr. R. C .M. Pearson 
expressed a similar view. After hearing from Dr. Metcalfe 
Brown the reasons for the conclusions reached in favour of a 
single contract, Drs. Chesney and Pearson stated that they 
were satisfied with the explanation given. 

Min. 9. Chief Officers’ Salaries—It was reported that a 
communication had been received from the Institute of Muni- 
cipal Engineers, whose Council was of opinion that strong 
objections to any proposal that the Clerk to a local authority 
should be the “chief executive and administrative officer” 
should be brought clearly and forcibly to the notice of the 
local authorities throughout the country, many of whom were 
—— unaware that such objections existed. The Institute 

ad invited the President and Secretary of the Society to attend 
the meeting, together with the Presidents and Secretaries of 
the Institute of Municipal Treasurers and Accountants, the 
Association of Education Officers, and The Society of City 
and Borough Architects. Neither the President nor the 
Chairman of Council were able to be present at the meeting 
and Dr. J. A. Struthers and the Executive Secretary had 
attended. 

The Executive Secretary pointed out that the bodies attend- 
ing this conference were not the negotiating bodies concerned 
with the actual salaries and conditions of service, which were 
being dealt with for the other chief officers by a special 
negotiating body set up jointly with the associations of local 
authorities. This joint body was already examining the possi- 
bility of agreeing a new formula on the status of other chief 
officers in relation to town clerks. In the circumstances the 
conference had decided that they should not support a separate 
approach on this question, but they had been completely 
united in the concern about the recent definition of the status 
of Town Clerks, which it was felt might impair the efficiency 
of the other local government departments concerned. 

Min. 10. British Medical Guild—Several members of 
Council expressed the opinion that Branch treasurers would 
be unable to find the time to be responsible for the collection 
of contributions to the British Medical Guild, and it was 
agreed that if they were unable to do so, any other scheme 
which could be drawn up locally to make another member of 
the Branch personally responsible would be acceptable. 

Min. 11. Transmission of Information from Hospitals to 
Medical Officers of Health—The statement of the Ministry of 
Health that it would not be possible to accept the suggestion 
that it might be necessary in certain cases for a medical 
officer of a V.D. clinic to give to Medical Officers of Health 
information about individual cases, so that contact tracing and 
case holding might be done was viewed with concern by the 
Council; it was felt that unless such information was made 
available the whole system of control of V.D. would be 
jeopardised. It was agreed that a further approach be made 
to the Ministry. 

Min. 14. Group Grants.—It was agreed that the meeting 
between the Honorary Treasurer and representatives of the 


recommendations of the Committee were 
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various Groups of the Socity should be held in time to present a 
report to the next meeting of Council. 

Min, 16, Medical Admimstration.—The Council adopted the 
amended repo-t on medical administration and it was resolved 
that the report be forwarded to the B.M.A. for comment 
betore it was forwarded to the Ministry of Health (Appendix 
B). 

Min. 17. Industrial Diseases—Prescription of Tuberculosis. 
—The Council considered the evidence submitted by the 
B.M.A. to the Minister of National Insurance and it’ was 
agreed that no separate evidence be submitted by the Society, 
but that its support of the B.M.A. recommendation be 
expressed. 

Min, 19. The Society and the B.M.A.—A report of the 
meeting held on January 20th between representatives of the 
B.M.A. and the Society was considered and it was resolved 
to draw the attention of the B.M.A. to the fact that the 
decision that prior consultation with the General Practitioner 
about the prescription of glasses for school children should 
be excluded from the general arrangement was omitted from 
the report which would now await approval by the B.M.A. 
Council. It was also resolved that the B.M.A. be informed 
that we should like to reconsider this question again in the 
light of experience over the next 12 months. The Chairman 
suggested that each school medical officer should find out 
the opinion on local arrangements of the practitioners of his 
area by contacts with the local medical committee or divisions 
of the B.M.A. or by circulars, and work in close collaboration 
with them. 

Min. 23. Smallpox Consultants——The Executive Secretary 
reported that a later Ministry letter had been received by one 
M.O.H. which had given an explanation for the procedure 
suggested. It was resolved that the matter be referred to the 
General Purposes Committee for consideration. 

Min. 29. Notification Forms for Infectious Diseases.—\n 
this connection Drs. George Chesney and John Maddison 
stated that they had prepared and received the approval of 
the Ministry for a single form of notification for all acute 
infectious diseases. Any medical officer of health could obtain 
a specimen from them if they so desired. 

Min, 30. Queen's Institute of District’ Nursing.—It was 
reported that the County Medical Officers of Health Group 

was consulting the County Borough Medical Officers of Health 
Group in regard to recent discussions with the Queen’s Insti 
tute and it was hoped that a joint recommendation would 
be put before the May Council meeting. 

Min, 34. Jtalian Federation of Hygienists.—It was reported 
that the British Council had been asked for assistance towards 
the cost of sending a delegate to this Congress, but that the 
Council was unable on this occasion to offer such assistance; it 
was resolved that, in the circumstances, no official representa- 
tive be sent. 

Min, 36. Income Tax Abatement.—It was reported that the 
question of Income Tax relief on annual subscriptions to 
medical associations and societies had been discussed at the 
Public Health Committee of the B.M.A. It seemed that no 
further official approach could be made with any hope ot 
success to the Inland Revenue and the matter was left to 
individual approach to local Inspectors of Taxes. It was 
pointed out that the Royal Society of Medicine had recently 
increased their subscription to £7 7s. per annum, which was 
a very serious amount for a member of the Public Health 
Service, who was also paying a subscription to the B.M.A., 
to the Society and to a medical defence society. The Execu 
tive Secretary was asked to write to the Secretary of the Royal 
Society of Medicine, asking whether some abatement of sub 
scriptions could be made in respect of full-time members of 
the Public Health Service who might wish to join’ the 
Epidemiological Section. 

Min, Joint) Meeting with N.A.P.T.—The Executive 
Secretary reported that the N.A.P.T. had at present no particu 
lar subject to put forward for discussion at a joint: meeting 
and it was resolved that the question be left in abeyance 
for the time being and reconsidered by the President-elect 
when appointed. 

Min. 39. School Girls and Football.—Dr. A. Morrison 
stated that the School Health Service Group had considered 
the question of the suitability of football as a game for girls 
and came to the conclusion that there was no direct evidence 
to show that it was harmful. The Group had considered that 
on general grounds it was not a desirable pastime for girls. 

Min. 42. Representation of the Society—It resolved 
that, in accordance with the recommendation of the Maternity 
and Child Welfare Group, Dr. Ann Mower White be 
appointed to represent the Society on the National 
Association of Maternity and Child Welfare. 
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27. Child Guidance.—The Executive Secretary reported a_ letter 
from a school medical officer on the question of the propriety of 
disclosing the fact that a child had attended a Child Guidance 
Centre in a testimonial given by teachers. A copy of the letter 
had been sent to the B.M.A. and had been considered by the 
Central Ethical Committee. That Committee had considered it 
undesirable for confidential reports regarding attendances at 
Child Guidance Centres should be divulged to third parties and 
they had decided to ascertain the reactions of the National Asso- 
ciation for Mental Health in the matter. It had been decided 
further that the whole question be taken up with the Ministry 
of Education as it seemed a possibility that the work at Child 
Guidance Centres might be embarrassed if teachers were required 
or even considered it their duty to divulge such information. The 
School Health Service Group had also considered the question and 
their conclusions had been similar to those reached by the Central 
Ethical Committee. It was resolved that the B.M.A, be approached 
with a view to Dr. Alexander Morrison being associated with 
them in any discussions with the Association of Education 
Authorities or the Ministry of Education. 

28. Industrial Health Service —It was reported that an invitation 
had been received from the Secretary of the Dale Committee for 
the Society to send representatives to submit oral evidence on 
Wednesday, March 3th, at 2.15 p.m. It was resolved that the 
President (Dr. H. C. Maurice Williams) and the Chairman of 
Council (Sir Allen Daley) and Drs. C. Fraser Brockington, Stuart 
Laidlaw, A. A. E. Newth and J. Greenwood Wilson be asked to 
represent the Society on this occasion. 

29. Child’ Neglect.—A letter dated January 12th from the York- 
shire Branch regarding the committee of enquiry which had been 
set up to consider the question of child neglect was received. The 
Branch had asked that the Society make sure that the views of 
medical officers of health were submitted to the new committee. 
It was pointed out that the committee at present considering this 
matter was an inter-departmental committee and that the Home 
Secretary had stated in the House that he would set up a select 
committee if he considered it necessary in the light of the report 
of this inter-departmental committee. It was resolved that. the 
position be watched. 

30. Tee Cream, Pre-wrapping.—A letter dated January 12th from 
the Wholesale Ice Cream Federation, Ltd., was received, stating 
that a discussion had recently taken place between representatives 
of the Ice Cream Industry and the Sanitary Inspectors Association 
with regard to the pre-wrapping of ice cream, and the Federation 
had drawn up the following memorandum on which the Council 
had no comments to make :— 


(1) In Australia and the United States of America, where 
there is a far greater per cupita consumption of ice cream 
than in this country, bulk ice cream is a high proportion of 
the whole, approximately 70°, and 50% respectively. Neither 
of these countries is backward in producing legislation to 
protect the consumer and they have not insisted on the sale 
of Fog” wrapped ice cream. 

2) There is sufficient legislation to cover the hygienic manu 
hieeoee of any form of ice cream, and provided the required 
conditions are carried out, the form in which the product is 
delivered to the point of sale is immaterial. What is required 
is that all premises and vehicles used for the retail sale of 
ice cream shall be registered so that they too may be regulated 
as to the conditions under which they sell ice cream, whether 
it be in a cone or between wafers, or in a complete wrapper. 

(3) It has been stated by sanitary authorities that fully 
wrapped ice cream is essential because of the possibility of 
customers breathing on the commodity. Surely there is far 
less likelihood of this happening to ice cream than to other 
foods normally exposed for sale in retail shops. Ice cream 
must of necessity be kept in a refrigerated cabinet, the lid 
being opened only occasionally. Furthermore, any bacteria 
which it is suggested might contaminate the surface of the 
ice cream, would not develop as they would on foods held at 
the shop temperature. 

(4) Insistence on pre-wrapping ice cream would impose hard- 
ships on many manutacturers who could not possibly have the 
facilities for the mechanical wrapping of their products. If 
the alternative of hand-wrapping were employed this would 
increase the possibility of contamination, 

(5) The sale of ice cream in cores and wafers is convenient 
for the consumers, especially children, many of whom much 
prefer this method of eating ice cream. 

31. Administration of Pethidine.—It was reported that the com- 
ment of the Society on the regulations proposed to be made to 
control the administration of pethidine by practising midwives 
that a regulation should be introduced to the effect that midwives 
should produce the Drugs Book and state the quantities of drugs 
held when required to do so had been considered by the Ministry 
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of Health, the Ministry were of the opinion that in view of the 
fact that the inspection of the Drugs Book, etc., is part of the 
routine carried out by inspectors of midwives under the rules of 
the Central Midwives Board, it was not appropriate for these require- 
ments to be included in the regulations. 

2. Representation of the Soctety—Vhe following were elected 
or — 


(1) Public Health Engineering Advisory Committee (Imperial 
College of Science and Technology):—Dr. J. Greenwood 
Wilson. 

(2) Conference on World’s Food and Britain's Needs (con- 
vened by the Association of Scientific Workers), March 4th 
and 5th:—Dr. J. Maddison. 

(3) British National Conference on Sociul Work, Harrogate, 
April 19th to April 23rd:—Dr. C Fraser Brockington. 

(4) Central Health Services Council—RKecommendations for 
membership following the retirement of eleven members, in 
accordance with the constitution of the Council. The names 
of Drs. C. Metcalfe Brown, J. M. Gibson, Professor R. 
Parry, and Dr. H. C. Maurice Williams are to be submitted. 

(5) Central Council for Health Education.—Following the 
alteration of the Articles of Association of the Central 
Council: —Drs. E. K. Macdonald and H. C. Maurice Williams. 
The membership of the Central Council for Health Education 
under the revised constitution to come into effect from April Ist 
next will be:— 

Association of Municipal 

County Councils Association * 

Urban District Councils Association ... 

Rural District Councils Association ... 

Association of Education Committees 

London County Council 

Metropolitan Boroughs Standing Joint Committee 

Society of Medical Officers of Health 

Association of Industrial Medical Officers 

British Medical Association ... 

Association of Education Officers 

National Union of Teachers 

British Dental Associaticn  ... 

Dental Board of the United Kingdom 

Association of Executive Councils 

Central Council for Physical Recreation 

National Association for Mental Health 

National Association for the Prevention of Tuberculosis 

Maternity and Child Welfare Organisations 

Queen’s Institute of District Nursing aa 

Women Public Health Officers’ Association ‘ 

Royal College of Nursing 

Royal College of Midwives ... : 

Special Members (Article 7 (a)) 2 

(6) Sanitary Inspectors Assoc iation—Annual Conference, 
Bridlington, September to I5th:—The President (Dr. 
H. C. Maurice Williams) or his nominee. 

33. Report of the Local Government Man-Power Committee. 
The Executive Secretary drew the attention of members to para- 
graph 6 on page 12 of this report which stated that a panel of 
the committee was considering the control exercised by the Ministry 
over the appointment and removal from office of medical officers 
of health and sanitary inspectors. It was understood that this 
question was being carefully watched and it was not expected that 
the security of tenure of medical officers of health would be 
jeopardised. 

34. Provincial Meeting of the Council, 1950.—Members were re- 
minded that it was necessary for early booking to be made for 
accommodation at the Polygon Hotel, Southampton, if they in 
tended to be present at the Provincial Meeting of the Council to 
be held on the afternoon of July 7th. It was resolved that the 
meeting commence at 2.30 p.m. 

35. Health and Development on.—A letter dated 
February 10th was received from the Director of the Joint Com- 
mittee for an Inquiry into the Health and Development of Children 
of the R.C.O.G., Population Investigation Committee and Institute 
of Child Health (London), stating that it was proposed to carry 
out a further survey in May or June, 1950, in order to keep 
contact with the further development of the children born in the 
week ended March 9th, 1946, whose births and the circumstances 
attending them were the subject of the report entitled “ Maternity 
in Great Britain” (1948). There had already been a follow-up 
survey of these children at two years of age on which some 15 
papers had been written and would appear in various medical 
journals (reprints to be sent to the M.O.H.s. who had assisted). 
The co-operation of medical officers of health and health visitors 
had been wholehearted in the original enquiry and in the first 
follow-up when information had been obtained of 91 per cent. of 
the original children. They hoped that the co-operation of 
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M.O.H.s. and their staffs, which was highly appreciated, would 
again be forthcoming for the 1950 survey. 

The Council hoped that this further enquiry would be well 
supported, and it was agreed to give it editorial publicity in 
Public Health. 

36. Recommendations for fully-paid Life Membership—The 
following recommendations for life membership from the North- 
Western Branch were confirmed for presentation at the next 
ordinary meeting of the Society: 

Dr. F. T. H. Wood Gites M.O.H., 
Society, 1919. 

Dr. R. W. Macpherson 
Joined the Society, 1920. 

37. Formation of a College of Preventive Medicine—A letter 
dated January 12th, from Dr. George Chesney with regard to the 
possibility of the formation of a College of Preventive Medicine 
was referred to the General Purposes Committee for consideration. 

38. Amendments to Building Regulutions.—The resolution of the 
School Health Service Group on the question of the amendments 
of building regulations No. 2279, Ministry of Education, Decem- 
ber, 1949, was referred to the General Purposes Committee. 

There being no other business, the meeting terminated at I p.m. 


Bootle). Joined the 
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Aprenprx A 
GENERAL PURPOSES COMMITTEE 


A meeting of the ceeeetins was held in Committee Room B, 
Tavistock House, W.C.1, on Friday, January 20th, 1950, at 
10 a.m. 

1. Present—Dr, J. M. Gibson (Chairman), Dr. H. C. Maurice 
Williams (President), Sir Allen Daley (Chairman of Council), 
Drs. C. Metcalfe Brown, G. eee C. K. Cullen, James Fenton, 
Miriam Florentin, F. Hall E. Herington, Prof. Ae Johnstone 
Jervis, Drs. R. H. H. Jolly. Maurice Mitman, A, A. E. Newth, 
Prof. Kk. H. Parry, Mr. A. Gordon Taylor, L.p.s., and Dr. J. A. 
Stirling. 

2. Apologies for absence were received from Dr. W. 
and Prof. W. M. Frazer. 

3. Appotntment of Chairman.—It was proposed unani- 
mously resolved that Dr. J. M. Gibson be appointed Chairman 
of the Committee for the current session. 

4. Minutes of the last meeting held on October 21st (p.p. 

Public Health, January, pages 69 and 70) were confirmed and 
signed by the Chairman. 
5. Training of Heath Visitors. 
December Ist, 1949, was received from the Royal College of 
Midwives stating that the conclusions reached by the Liaison 
Committee had been considered by the Executive Committee of 
the College and that their representatives were now ready to 
take part in further discussions. 

The Executive Secretary reported that reminders were being 
sent to Branches and Groups for the early transmission of their 
comments on these conclusions, and a further meeting of the 
Liaison Committee would be arranged when the other nursing 
bodies were ready to carry on the discussions. 

6. Whitley Medical Functional Council. (Min. 105.) 

(a) It was reported that the Public Health Committee of the 
B.M.A. had now confirmed the appointment of the following 
to serve on the Medical Functional Council: Drs. C. Metcalfe 
Brown, F. Hall, R. H. H. Jolly, Jean M. Mackintosh, J. A. 
Stirling, J. Riddell and W. G. Clark, the Committee had also 
resolved to recommend to the B.M.A. Council that the following 
be appointed a panel of deputy representatives: Drs. J. M. 
Gibson, E. Catherine Morris Jones, J. A. Struthers, H. C. 
Maurice Williams, Wyndham Parker and C. V. T. McMichael, 
and one additional was to be appointed by the Scottish Committee. 

It had been further resolved to recommend that the following 
be appointed a panel of deputies to serve on Committee C dealing 
with Public Health Service Salaries: Drs. K. Cowan, I. G., 
Davies, H. Guy Dain, Mary Esslemont, J. M. Gibson, C5 
Herington, FE. Catherine Morris Jones, 'H. C. Maurice Williams, 
G. Matthew Fyie, J. Kelman and B. R. Nisbet. 

It was reported that the first meeting of both sides was to be 
held on January 26th at the offices of the Ministry of Health 
and it was hoped that the first meeting of Committee C would 
then be fixed 

(b) N.A.L.G.O.—-It was reported that there had been further 
exchange of correspondence between the Executive Secretary 
and the General Secretary of N.A.L.G.O. and that it had been 
intimated that N.A.L.G.O. would not persist in their claim for 
representation on the Functional Council. It was resolved: 

‘That the Society appreciates the attitude of N.A.L.G.O. 
in not claiming formal representation on the Staff Side of 
the Whitley Medical Functional Council and considers that 
consultations between the Officers of the B.M.A. and 


. Clark 


(Min, 104.)—A letter dated 
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N.A.L.G.O. on relevant matters should be held whenever 
requested by either body and that this arrangement should 
be formally minuted by the bodies concerned. 

7. Dental Whitley Functional Council. (Min, 105.)—It was 
reported that the B.D.A. had again considered the question of 
its participation in Dental Whitley machinery and it had been 
agreed to inform the Ministry that the Association was prepared 
to participate. The Executive Secretary had suggested to the 
Dental Secretary, B.D.A., that nominees of the Society’s Dental 
Officers Group should be formally included in the B.D.A. repre- 
sentation. Further arrangements for the first meeting of the 
Council were held up by a disagreement as to whether the condi- 
tions of service should be discussed. The question of observers 
also still remained to be settled. 

8. Public Health Medical Officers Employed by Regional 
Hospital Boards——It was reported that the B.M.A. Public Health 
Committee had considered the report of a meeting between the 
Chairman of that Committee, the Assistant Secretary of the 
B.M.A. and Dr. Charles of the Ministry of Health, together with 
their Chairman’s report on discussions which had taken place 
during the meeting of the B.M.A. representatives on the Whitley 
Medical Functional Council. The Committee had resolved to 
recommend to the B.M.A, Council :— 

(1) That the Council adheres to the present policy as set 
out in the principles regarding whole-time officers whose 
duties are under two or more authorities. 

(2) That the Ministry be informed that in the Associa- 
tion’s view the whole question of separate contracts should 
be discussed through Whitley machinery. 

(3) That where a medical officer is pressed by his local 
authority to sign a separate contract with a Regional Hospital 
Board he be advised of the Association’s policy, but that it 
be left to his discretion whether to sign or not, provided that 
any contract be without prejudice to future negotiations. 

(4) That the Associations of Local Authorities be in- 
formed of the current policy of the Ministry as set out in 
Dr. Charles’ letter of December 15th, and that an approach 
be made to the Associations of Local Authorities to ascertain 
whether they have been consulted on this matter. 

(5) That in the event of medical officers being pressed 
to complete separate contracts steps be taken to safeguard 
individual officers against any worsening of the financial 
position. 

(6) That the Council advises that no public health medical 
— should accept the grading of junior hospital medical 
officer. 

9. Chief Officers’ Salaries ——The Executive Secretary said that a 
letter dated December 23rd had been received from the Joint 
Negotiating Committee for Chief Officers of Local Authorities 
(officers side) stating that this Joint Committee had been estab- 
lished for over a year but in spite of the fact..that there had 
been a number of meetings it had not been possible to reach 
agreement over the question of salaries and conditions of service. 
The latter had asked that further conversations with representa- 
tives of the Society should take place. 

Since the B.M.A. was the negotiating body for the Public 
Health Services the letter had been referred to them and an 
informal meeting had been held attended by Mr. Ernest Minors, 
Association of Local Government Engineers and Surveyors, 
Mr. W. O. Atkinson, Borough Treasurer, Acton, and Mr. J. 
Scougall, Borough ‘Treasurer, Beckenham (on behalf of the 
Negotiating Committee), Drs. Metcalfe Brown and Charles Hill 
(on behalf of the B.M.A.), and The Executive Secretary as an 
observer. 

It appeared that the Negotiating Committee would probably 
break off discussions with the local authorities and would leave 
the matter in abeyance until the result of the negotiations on 
medical officers’ salaries were known. 

Arising from discussion on the relation of town clerks to other 
chief officers it was resolved that the B.M.A. be informed that 
the Society was anxious to maintain the relationship between 
the chief officers of local authorities which was set out in the 
Society’s evidence submitted to the Royal Commission on Local 
Government in 1929, as follows :— 

(38) The relationship existing between the heads of the 
several departments of a local authority is a matter which 
depends entirely on the officers concerned, and particularly 
the town clerk. 

If the town clerk possesses broad vision, tact, and a good 
knowledge of men, his position as the official mouthpiece 
and representative of the council and its committees enables 
him to secure that co-operation between departments which 
is essential for good local government. 

(39) The Society believe that it is impossible to devise 
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regulations or orders which would secure co-operation, and 
they consider that this problem must be left for the chief 
officers of each authority to solve by informal understandings 
arrived at by conferences between those officers, which 
should be arranged and presided over by the town clerk. 

If chief officers show goodwill and a desire to co-operate, 

the work of a local authority under the existing system 
proceeds very smoothly; and neither efficiency nor harmony 
would be promoted by placing the town clerks in a position 
of authority over the other heads of departments. 

(40) Whilst the Society hold the opinion that the medical 

officer of health is the most highly trained officer serving 
a local authority, they consider that it is in the best interests 
of the local government service that all chief officers should 
be regarded as equal in status; but they desire to express 
their view that the salary of any one chief officer should be 
fixed on a basis which his particular qualifications and work 
merit, without reference to the other chief officers serving 
the same authority. 

10. British Medical Guild. (Min. 106.)\—It was reported that 
Drs. Metcalfe Brown, Fenton, Mirian Florentin and Pearson and 
the Executive Secretary had met the Executive Committee of 
the British Medical Guild on December 2nd. The Society’s view 
that there should be a single central fund under the control of 
the B.M.G. was strongly stressed but it was stated by the B.M.G. 
that there was a legal reservation of discretion to the trustees 
of the former National Insurance Defence Fund. It had been 
subsequently suggested that a Public Health Service Defence 
Trust be set up, the trustees to be the Public Health Service 
members of the B.M.A. Public Health Committee plus the 
Chairman of Council of the Society and possibly representatives 
of the M. and C, W. Service and School Health Service Groups 
and that the trust for the General Practitioners and Consultants 
and Public Health Service should each make an immediate sub- 
TT contribution to a central fund controlled directly by the 

After discussion it was resolved to recommend that the trustees 
should be the P.H.S. members of the B.M.A. Public Health 
Committee only and that members of the Public Health Service 
be asked to contribute (on a voluntary basis) to the fund at the 
rate of 2s. for each £100 or part of £100 of their gross salary, 
details of the scheme to be published in the journal and the 
honorary treasurers of Branches to be asked to be responsible as 
individuals for the collection of the contributions and their 
transmission to the Public Health Service Defence Trust. 

11. Transmission of Information from Hospitals to Medical 
Officers of Health. (Min. 107.)—The Executive Secretary re- 
ported a letter dated December Ist from Dr. Godber of the 
Ministry of Health stating that the amendments suggested to 
the document to be circulated to S.A.M.O.s of regional hospital 
boards and to medical officers of health of L.H.A.s could be 
accepted with the exception of the suggestion that it might also 
be necessary for a clinical medical officer to give information 
under confidential cover to a county or county borough M.O.H. 
in connection with the aftercare of V.D. patients. Action on 
these lines would be contrary to the regulations in force regard- 
ing the information to be made available concerning patients 
undergoing treatment. 

Appointment, Training and Qualifications of Almoners, 
Speech Therapists and Chiropodists. (Min. 112.)—It was reported 
that representatives of the Society had attended at the Ministry 
of Health for a discussion in support of the evidence submitted 
by the Society. 

With regard to the almoners the opinion was expressed that 
social workers whose duties necessitated entry into the homes 
of the people should be in the employ of the local authority. A 
meeting between representatives of the almoners and of the 
Society would be held to discuss this suggestion. 

13. Investment. (Min. 118.)—The Honorary Treasurer re- 
ported that in accordance with the instructions of the Committee 
the sum of £500 had been invested in British Electricity 3% 
Guaranteed Stock 1968/73. 

14. Group Grants. (Min. 118.)—Pending a meeting between 
the Honorary Treasurer and representatives of the various 
Groups of the Society to discuss the question of Group grants, 
it was resolved that the £5 lump sum payment to Groups 
authorised in the Articles of Association should be paid for the 
current session. 

15, Staff—The report of the Honorary Treasurer containing 
recommendations for staff remuneration was considered and it 
was resolved to recommend that the following salary scales be 
adopted with effect from April Ist in the case of Mr. Bragg, 
Miss Scotchford and Miss Cooper, the others following on 
reaching one year’s service with the Society. 
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Compara- Ultimate 
Maxi- tive Cost 
mum figures in Increase 
Salary N.J.C. 1953 
Scales 
£610 
(Grade V-Va) 
1 to max. £364 3 £52 
(Clerical 
Division) 
£370 


Present 
Salary 


Suggested 
Increments 


Mr. S. R. Bragg £509 £600 £100 


£312 


by £25 


Miss Scotchford 


£286 £75 
£104 


£208 


£361 
£130 
£247 Max. £308 £39 

£292 


Mr. Crapp 1 by £30 
3 by £15 
Miss Cooper 1 to max. £26 
(Part time) 


Miss Paton 3 by £13 


The Committee also endorsed the Hon. Treasurer's recom- 
mendation that Miss Scotchford be given a commission of 24% 
of the gross value of advertising booked for the journal, with 
effect from October last. 

16. Medical  dministration—The report of Professor 
Parry on the future of medical administration, together with the 
suggestions of Sir Allen Daley for its amendment, were con- 
sidered and it was resolved that the amended report be resub- 
mitted to Council for consideration. 

17. Industrial Diseases—Prescription of 17 ‘uberculosis., (Min. 
122.)—-This question was reconsidered at the request of Profes- 
sor Parry. It was resolved that a copy of the evidence submitted 
by the B.M.A. should be circulated to the members of Council 
and that the Ministry be asked up to what date they would be 
prepared to accept recommendations, 

18. Representation of the Society. (Min. 123.) 

(a) British Tuberculosis Association——It was reported that 
Dr. C. K. Cullen had, owing to pressure of work, withdrawn 
from membership of the Committee concerned in making the 
necessary arrangements for a conference on |iseases of the 
Chest to be held during the Festival of Britain. It was resolved 
that Dr. G. W. H. Townsend be asked to act in his stead. 

(b) Public Works, Roads and Transport Council—The Presi- 
dent stated that he would be representing the Royal Sanitary 
Institute on the Committee making arrangements for the Public 
Works, Roads and Transport Congress and that he felt, in view 
of this, and also the fact that he would not be in office at the 
time of the conference, that it would be advisable for another 
member to be appointed to represent the Society. After con- 
siderable discussion it was resolved that the President be asked 
to represent the Society as by as the Royal Sanitary Institute. 

19. The Society and the B.M.A-—It was reported at a meet- 
ing between representatives of :* B.M.A. and the Society to 
review the general question of the relationship between the 
Public Health Service and other members of the profession and 
the agreement for co-operation between the B.M.A. and the 
Society would be held during the afternoon following the meeting 
of the Committee. 

20. Dressed Crab.—It was reported that the 
evidence had been submitted to the Ministry of Food :— 

“There is agreement on the fact that dressed crab should 
either have a legal standard, or a guide to a standard as assis- 
tance ; or that it should be a statutory requirement that, where 
farinaceous matter or other fish products are added, that this 
should be clearly stated before sale. For instance, in Birming- 
ham it has been the practice of the trade, with the approval of 
the health authority, to label such crab ‘ Dressed Crab with rusk.’ 

“The water content of crab is variable, and whilst it appears 
that the sea bottom in which the crab lives affects this, there is 
no doubt that the period of time that has elapsed since being 
caught also affects it because of drying. The traders who are 
described as ‘undesirable’ in the Ministry’s document are known 
to add water on occasions to the finished dressed crab article 
in order to increase its weight. It is difficult, if the amount of 
added water is small, to prove that the water was in fact added 
and was not from crab meat with a high water content. 

“Tt is thought that where standards are laid down, either as 
a guide or in statute, for products, it is desirable that analysis 
can prove that such standards have been maintained. In dealing 
with potted meats containing fish or crustaceans, it is well-known 
to the trade and others that analysis or microscopy cannot reveal 
the identity of the specific creatures used in its preparation. For 
instance, when poor quality salmon paste is sold, colouring 
matter, flavouring matter and other fish products are used. It 
seems, therefore, that if the public are to be protected it might 
be best to make it a condition of sale that, if there is added 
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carbohydrate or fish meat, there should be a requirement that 
this is revealed before sale.” 

The Ministry in reply had stated that they were unable to 
recommend a statutory standard but that the other proposals of 
the Society would be considered at a further meeting of the 
committee dealing with the matter. 

Rubella—It was reported that a meeting of the Society's 
representatives and officers of the Ministry of Health to discuss 
the organisation of investigations of the alleged relationship 
between rubella in pregnant women and subsequent congenital 
defects in: the children had been held on January 19th. The 
Committee resolved to recommend that the Society should en- 
courage medical officers of health to co-operate with the Ministry 
in further investigations. 

22. Ministry of Health Circular 85/49. Travelling Expenses 
of Relatives Visiting Hospital Patients—A resolution from the 
East Midland Branch asking that the Society should make repre- 
sentations to the Ministry with a view to the postponement of 
action under this circular was received. It was felt that this was 
a matter for consideration by the associations of local authorities. 

23. Smallpox Consultants—A resolution of the County Dis- 
trict Group was received as follows : 

“The County District Group expressed the opinion that the 
Medical Officer of Health of the County District is the right and 
proper person to call in smallpox consultants and subsequently 
to inform the County Medical Officer of his action.” 

The Committee expressed agreement with the resolution but 
it was reported that a later Ministry letter had modified the 
original procedure suggested. 

24. Election of Committee and 
Assessors. 

(a) The Committee had been asked by the Council to consider 
the question of its composition for the current session and to 
co-opt one member to fill the vacancy caused by Dr. Bullough’s 
withdrawal. It was resolved that the strength of the Committee 
be increased by one and that Drs. C. Fraser Brockington and 
H. 1D. Chalke be appointed members of the Committee. 

(b) It was resolved that Professors F. Grundy and H. R. Parry 
be appointed Assessors for the award of the Neech Prize for 
1948-49 in the place of Dr. George Buchan and Professor 
R. M. F. Picken. 

25. Job Analysis of Public Health Nursing.—The following 
resolution was received from the East Midland Branch :— 

“The Branch considered a questionnaire which has been sent 
out to certain medical officers of health by the Nuffield Provincial 
Hospitals Trust in connection with a job analysis of public health 
nurses and subsequently considered the whole question of the 
number of questionnaires received from various bodies. As a 
result it was unanimously agreed to ask the Council of the 
Society to consider this matter and to see whether some method 
could be devised whereby bodies wishing to send out question- 
naires should be requested to consult headquarters first and for 
medical officers of health only to complete those questionnaires 
thought to be of sufficient importance by headquarters.” 

The Branch had been informed that the Council had, in fact, 
been informed of this enquiry and had agreed to it being carried 
out since it was felt that the results would be of general interest 
to the Public Health Service. 

26. Registrar-General—A letter dated November 21st from 
the Registrar-General was received. The letter stated that it 
was proposed very shortly to include a table showing for each 
of the standard regions the total of new claims to sickness benefit 
made in the seven days ending the Tuesday of the week before 
that in which the return was published. The form of the 
Quarterly Returns had now been revised and was now uniform 
as far as possible with the Weekly Returns. 

The attention of M. 0. H.s was drawn to two new publications 
on local populations, “Civilian Populations in each area of 
England and Wales at June 30th and October 31st, 1948” and 

‘Estimates of the sex age distribution of the Civilian Population 
in Regions and Administrative Areas on December 31st, 1947” 
(both obtainable from H.M. Stationery Office), A résumé of 
the “Survey of Sickness” was enclosed with the letter. 

27. Transport and Handling of Meat—The attention of the 
Committee was drawn to Ministry of Food Circular 20/49 dated 
November 30th. 

28. Control of Horse Flesh—It was reported that a letter 
dated November 30th was received from the Ministry of Food 
inviting the Society to make comments on the question of the 
sale of horse flesh for human consumption. The matter had been 
referred to the Standing Sub-Committee and evidence had been 
forwarded to the Ministry. 

29. Notifications Forms for Infectious Diseases —The 
Executive Secretary reported a letter dated December 5th from 
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the Ministry of Health suggesting that one cause of needless con- 
fusion in the certification of infectious diseases was the use by 
some local authorities of different notification forms. The 
Public Health Committee of the B.M.A. and the Joint Medical 
Services Committee had considered the matter and had resolved 
that representation be made to the Ministry for the introduction 
of a single form of notification. It was resolved to support 
this communication, 

30. Statistical Returns to the Queen’s Institute of District 
Nursing.—The Executive Secretary reported correspondence with 
Dr. C. M. Smith (Northants) regarding the midwifery statistics 
requested by the Queen’s Institute in connection with work 
carried out by Queen’s Nurses. As Dr. Smith stated that this 
question was under discussion between the Association of Loca! 
Health Authorities and the Queen’s Institute, the Committee 
decided that no action by the Society was called for. 

31. Provision for Convalescence—The attention of the Com- 
mittee was drawn to Ministry of Health Circular 112/49 of 
December 12th, amending Circular 14/49 of March Ist last. 

32. Health Service Superannuation Scheme.—A letter dated 
December 14th from the Ministry of Health was received. The 
letter enclosed a draft of the proposed amending regulations to 
the Health Service Superannuation Scheme and the Society was 
asked for observations on the amendments. The Committee had 
no observations to make. 

33. Northern Ireland Superannuation—It was reported that 
the Secretary of the B.M.A. had been informed that satisfactory 
arrangements for officers transferring from England to Northern 
Ireland posts had not yet been possible owing to the absence of 
a statutory scheme in that country. It was anticipated that a 
Northern Ireland Superannuation Bill would be brought into 
operation on April Ist next with retrospective effect to February 
4th, 1948. Certain M.O.H.s would be excluded by this date but 
the B.M.A. was attempting to provide that the N.I. Bill would 
make allowances for any previous periods of service for which a 
transfer value would not be paid 

34. Italian Federation of Hygitentsts—-The President stated 
that he had received a letter from the Chairman of the Italian 
Federation of Hygienists stating that the National Congress 
would be held in Naples and Salerno from March 10th to 15th, 
1950, to be attended by representatives of several foreign 
hygienist societies. The Society are asked if British representa- 
tives could be sent to take part in the congress. It was agreed 
that provided satisfactory arrangements could be made for the 
payment of the representatives expenses Dr. C. O. S. Blyth 
srooke be invited to attend. 

35. Salmonella Infection..-The Executive Secretary reported 
that a letter dated Wecember 14th had been received from 
Professor R. Cruickshank suggesting that a meeting of the 
Society should be arranged to consider the.question of salmonella 
infection and that Dr. Joan Taylor be asked to open the dis- 
cussion It had been suggested that the evening before the 
General Purposes Committee meeting, April 21st, would be a 
suitable date, and Dr. Joan Taylor had indicated that she would 
be able to attend on that evening. It was agreed that the neces- 
sary arrangements be left in the hands of the President. 

36. Income Tax Abatement.—At the suggestion of Sir Allen 
Daley the question of Income Tax Abatement in respect to sub- 
scriptions to the B.M.A. and the Society was considered. In view 
of the fact that negotiations on salaries would be proceeding for 
some time, it was considered advisable that this question be left 
for consideration at a later date. 

37. Joint Meeting with N.A.P.T.—A letter dated January 4th 
from the N.A.P.T. was received requesting the Society's views 
on the question of a joint meeting on similar lines to that 
arranged last year. It was agreed that if the Association had a 
definite subject which they would like to discuss a meeting could 
be arranged. The Executive Secretary was asked to discuss the 
matter with the General Secretary of the N.A.P.T. 

38. Smallpox Notification. (G.P. Min. 99.)—It was reported 
that the A.M.C. had been informed by the Ministry of Health 
that any future information regarding cases of smallpox would 
be sent to all Medical Officers of Health. 

39. School Girls and Football—-A letter dated January 4th 
from the National Association of Girls’ Clubs and Mixed Clubs 
asking the Society’s opinion on the suitability of football as a 
game for girls was received. It was resolved that the matter 
be referred to the School Health Service Group for considera- 
tion 

40. Public Health (Acute Poliomyelitis, etc.) Regulation, 1949. 

A letter dated January 12th from Dr. C, G. Eastwood, Cam- 


bridge, asking the Society to remonstrate with the Ministry for 
bringing a regulation into operation without giving adequate time 
for the necessary arrangements to be made, was received, The 
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Committee felt that no good purpose would be served by taking 
any action on this question. 

41. Research Board of the Correlation of Medical Science ant 
Physical Education—A report from Dr. E. J. Boome of the 
work now in progress by this Research Board was submitted. 

42. Representation of the Society 

(a) National Association of Matermty and Child Welfare.— 
The M. & C.W. Group was asked to make the nomination to be 
confirmed by the Council of the Society. 

(b) National Milk Publicity Council—Dr. Thomas Orr. 

(c) Central Medical War Committee. (In place of Professor 
J. Johnstone Jervis, resigned.\—The President (Dr. H. C. 
Maurice Williams). 

(d) Central Midwives Board—Dr. J. M. Gibson. 

43. Honorary Fellowships—-The question of nominations to 
Honorary Fellowships of the Society was considered. Certain 
names were submitted for consideration and it was agreed that 
the matter be referred for reconsideration by the Officers of 
the Society. 

There being no 
closed at 1.25 p.m. 


other business, the meeting was declared 


APPENDIX B 


Medical Administration 

The Society of Medical Officers of Health is very much concerned 
at the trend of opinion in certain circles in regard to medical 
administration. This antagonism has appeared recently in three 
directions in relation to the National Health Service Act: — 

1. The tendency to substitute lay administrators for medical 
superintendents of hospitals (except in Scotland). 

2. A circular from the Ministry of Health evaluating medical 
administration in hospitals on the basis of an inferior grade 
of lay administration. 

3. Although the M.O.H. is the only medical man required by 
statute to hold a specialist qualification, it is noted that the 
new rates of remuneration for clinical consultants and specialists 
in the hospital sphere have been applied with effect from July 
5th, 1948, before the discussions of the rates for those with 
public health qualifications had even begun. 

It is fairly clear, therefore, that an effort is being made not only 
to replace medical men by lay administrators, but also to classify 
medical administration as an inferior form of medical practice. 
The Society wish to enlist the support of their medical colleagues 
to withstand this onslaught and have prepared this memorandum 
to bring the matter before the medical profession. 

We fully realise that the “hierarchy” system which existed in 
health departments and hospitals of local authorities was unpopular 
with the profession as a whole. It is hoped that this system, par- 
ticularly as regards clinical medicine, has disappeared for good 
from the profession. In its stead the “team” system has come 
to stav. The medical administrator and the clinician can and do 
work side by side in a team to their mutual advantage. In the 
Scottish teaching hospitals and at Guy’s Hospital a medical superin- 
tendent works happily with his clinical colleagues. 

We maintain that certain classes of administration can only be 
carried out by a person fully qualified in medicine, who possesses 
the other desirable qualities as well; and that his replacement by 
a layman, however well trained in administration, cannot result 
in full efficiency and economy or the happiness of the staff. 

Let us first of all deal with the argument that the civil service 
system whereby the professional man acts as an adviser to the lav 
administrator in a Government department can be introduced with 
advantage to local government. We are not concerned here with 
trving to prove that the civil service is a successful organisation. 
In truth, Sir Arthur Newsholme, formerly Chief Medical Officer to 
the Local Government Board, has written about his experience and 
is quite certain that it was not the best system. (“The Last Thirty 
Years in Public Health.” G. Allen & Unwin, Ltd.) He insists 
that the “technician” shall have a say in the final administrative 
decision by the Minister regarding not only the theory but also 
the operation of the scheme. He goes further and quotes Lord 
Svdenham’s remarks in a discussion in the House of Lords: “Tt 
should be an axiom in Government administration that no one 
should be permitted to have anvthing to do with any question on 
which he could not bring special knowledge to bear. This axiom 
prevailed in all well managed private businesses. . . ” Now one 
great difference between the methods of central and local govern- 
ment administration in this country has alwavs been that whereas 
in central government departments the “technician” is an adviser, 
in local government departments the “technician” is also adminis- 
trative head of his service. In local government the chief officer 
not only presents a technical report to his committee but when 
the decision is made he is responsible for seeing that it is carried 
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out. Both responsibilities are included in the term “ administration ” 
in regard to local authority services. On the other hand, an 
administrative decision by a government department is usually 
transmitted elsewhere for execution. Such is the case even under 
the National Health Service Act, for the bodies who actually provide 
the services are the Regional Hospital Board, Local Health Authority 
and Executive Council. Besides, the second part (execution) carries 
as much responsibility as, and is more difficult than, the first part 
and it is our contention that these dual functions cannot and should 
not be separated. The technical knowledge necessary to formulate 
a scheme is necessary for its efficient execution. 

There are three fields where medical administration has already 
proved its worth and in which we contend it should be maintained : — 


1. In medical officers of health of local authorities. 
2. In senior administrative medical officers of 
Hospital Boards. 


3. In administrative heads of hospitals. 


In regard to the British Medical Association itself, its present 
method needs no commendation from us, for it has already gained 
a world-wide reputation. One can hardly imagine that the profession 
would tolerate a lay administrator or a town clerk to administer 
this great organisation! 

1. In regard to the post of medical officer of health the B.M.A., 
with the full backing of the profession, has always supported the 
contention that he is the administrative chief of his department, 
responsible to the local authority direct and not through any other 
officer. There is sufficient statutory protection for him in this 
regard that a change cannot easily be brought about. It is not 
within the ambit of this memorandum to discuss the possibility of 
regionalisation of the public health service or of its becoming a 
direct State civil service—as long as the profession remains wide 
awake to the importance of the medical officer of health having 
executive as well as advisory functions. His training has been 
brought up to date by the revision of the Diploma in Public Health 
which is a statutory qualification required for a medical officer of 
health before he can be appointed to a post. 

2. Senior administrative medical officers were appointed to be 
chief administrative officers of regional hospital boards. It was 
fairly obvious that only qualified medical ‘men with aptitude for 
and experience in hospital planning and administration could 
possibly be’ appointed chief officers to these newly created bodies. 
There are, of course, many other duties which can well be carried 
out by laymen—usually secretarial in character although often 
wrongly termed administrative. There will also be on the 
S.A.M.O.’s staff people specially trained in accountancy and as 
committee secretaries and records officers, etc., but the overriding 
executive authority must naturally rest with the senior medical 
administrator, who alone understands the main purpose of the 
service--which is to provide an efficient hospital and specialist 
service. At Hospital Management Committee level instances have 
already occurred of lay secretaries issuing instructions on medical 
matters. 

In our opinion the success of the administrator depends mainly 
on his knowledge of the work or service to be administered. To 
have a competent basic knowledge of medicine requires a period of 
study and hospital experience of some ten years. 

For the present appointments of medical administrators other 
than M.O.H.s no special qualification other than medical training 
and experience in hospital administration has been demanded, but 
it may be that additional qualification after a period of special 
training should be recommended for all future applicants for such 
posts and fgr the deputyships. This is a matter to which the 
Society proposes to give further consideration and report. 

3. In regard to medical superintendents, no further evidence 
is necessary regarding their importance than that “ prepared by a 
Special Sub-committee and approved unanimously by the Central 
Consultants and Specialists Committee for Scotland.” (See B.M.J. 
Supplement, July 23rd, 1939, p. 54.) 

“In the Government's proposed terms and conditions of 
service for hospital medical staff it is stated that the objective 
will be to reduce to a minimum the time to be given by medical 
staff to administrative duties. It is our opinion that, the num- 
ber of doctors concerned in medical administration being 
small, no important benefit would accrue to the clinical side 
of the National Health Service if the numbers employed as 
medical superintendents declined, and that per contra the reten- 
tion of the medical superintendent as the executive head of the 
hospital would bring to the Service greater advantages in efficient 
and smooth administration. Holding this opinion, we consider 
that the Government’s objective, as stated, is not the right one. 
In any case we believe it to be wrong in principle and unwise 
in practice to determine in this oblique fashion what should 
be determined directly and on merit—namely, the future of the 
medical superintendent.” 


Regional 
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As in the case of the senior administrative medical officer, so 
with the medical superintendents—it is essential that new recruits 
into the service shall be specially qualified to undertake the duties. 

It is always a good thing to bear in mind that the purpose of an 
organised medical service is to fight disease and to maintain health. 
The special training and experience of the qualified medical person 
makes him suitable to take a guiding and leading part in this 
struggle. A good leader will at all times gather round him a team 
trained and suited for the task before him. So with preventive 
and clinical medicine—the captain should be a doctor, but his 
success will depend also upon his ability to direct operations and 
see them executed. 


YORKSHIRE BRANCH 

President: Dr. C. Fraser Brockington (C.M.O.H., West Riding). 

Hon. Secretary: Dr. J. M. Gibson (M.O.H., Huddersfield C.B.). 

The annual meeting of the Branch was held in the Civic Hall, 
Leeds, on Friday, June 24th, 1949. This was preceded by a meeting 
of the Council, at which six members were present. 

At the annual meeting twenty-three members were present. 

Nomination for Prestdency.-The Honorary Secretary reported 
that he had received a letter from Dr. C. B. Crane asking that 
her name should be withdrawn from the list of nominations for 
the office of President, owing to pressure of other work. 

Election of Officers—The election of officers for the 1949-1950 
session then took place. 

The following is a list of the officers elected :— 

President: Dr. C. Fraser Brockington. 

Vice-Presidents: Drs. A. L. Taylor and D. D. Payne. 

Honorary Secretary and Treasurer: Dr. John M. Gibson. 

Council of the Branch: Drs. E. C. Benn, C. B. Crane, 1. G. 
Davies, J. Douglas, W. G. Evans, J. A. Fraser, H. M. Holt, BE. D. 
Irvine and J. Wood Wilson. 

British Medical Association Branch Council: Drs. C. Fraser 
Brockington, E. D. Irvine, A. L. Taylor and John M. Gibson. 

Council of the Society: Drs. C. Fraser Brockington and John 
M. Gibson. 

Tuberculosis Group Committee: 
Wilson. 

Honorary Auditors: Drs. H. M. Holt and J. Wood Wilson. 

British Medical Association—-Yorkshire Branch—The Honorary 
Secretary reported upon the meeting of the Yorkshire Branch of 
the Britsh Medical Association held on Sunday, May 29th, 1949, 
and made special reference to a report which had been prepared 
by a Special Sub-Committee on Obsietric Services. In that report 
it had been recommended to the Branch Council :— 

(i) That the applications of all general practitioners to be placed 
on General Practitioner Obstetrician Lists should be accepted up 
till the end of the present year. 

(ii) From January Ist, 1950, new applicants applying to be placed 
on the List should be required to have the following qualifications 
to enable them to have their names added to the list: — 

(a) One of the higher obstetric qualifications, or 

(b) Post-graduate hospital experience in obstetric work for a 
reasonable period (no definite recommendation is made regard- 
ing the length of this at present), or 

(c) Have attended at least 50 confinements in the previous 
three years. 

It was further recommended : —- 

That the Obstetric List should be revised every five years. 

In the discussion which took place at the Branch Council objec- 
tion was taken to the number 50 included in item (c), the opinion 
of the majority being that 50 over a period of three years was 
too high a figure. 

After full discussion this clause (ii) (¢) had been omitted alto- 
gether. 


Drs. H. Vallow and J. Wood 


Some Impressions of Tuberculosis in Tropical Countries 


Dr. W. Santon Gilmour, o.p.e. (M.S., Killingbeck Sanatorium) 
began his address by emphasising that tuberculosis was an infec- 
tious disease, and in the public health interest it was important that 
the disease must be attacked from that angle; also, we must re- 
member that the human subject with tuberculosis in the sputum 
was the source which kept the disease going. 

He then dealt with the reaction of various communities to the 
disease—some had gained a fairly high degree of protection due 
to immunisation by contact over centuries. In such a community 
we found a high rate of infection, but a relatively low rate of 
disease as such; also that there was more likely to be a greater 
proportion of chronic disease rather than actute infection. In 
areas where this has not been the case, and the population has not 
been immunised accordingly, the disease when introduced pro- 
gresses rapidly 

Tuberculosis had been called the “ White Man’s Disease,” and, 
in years past, it had, no doubt, been more prevalent amongst the 
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white race than amongst the black. As a result of this, when the 
disease was introduced amongst the black population, it spread 
rapidly in the way indicated. We should remember, however, that 
colour was not the deciding factor. The spread of infection here 
was simply an indication of the general rule that a low infection 
rate meant a comparatively high disease rate. The death rate 
from the disease might be low, but the mortality rate amongst 
those infected was high. 

In these days of extensive travel it was not often that tuberculosis 
found a virgin soil, but in some countries there was quite a close 
approach to this—for example, in the West Indies, slaves from the 
West Coast of Africa were introduced in large numbers about one 
hundred years ago. Many moved to small villages and mixed with 
the white population from the West. Mortality figures mounted, 
as a result. In urban areas we found that the percentage of 
persons who had been infected at some period of their lives with 
tuberculosis approximated the figure of 90° —in country districts 
this was much lower. 

Dr. Gilmour then dealt with various areas which he had visited, 
and showed how the general re-action to infection indicated by 
him above was found in these areas, and the extent of the disease 
throughout these countries follwed the course indicated above. In 
Central America there had been a group of Indians which con- 
stituted almost virgin soil—here the disease had spread like an acute 
pneumonic disease. In China, on the other hand, which was a 
generally urbanised community, there was a high prevalence of 
disease accompanied by a high resistance, particularly in the cities 
and large towns. In Uganda, Central Africa, there were several 
tribes which approximated to virgin soil, so far as tuberculosis was 
concerned, Cross-sections of the population had been taken and 
the tuberculin test applied. It was found that the highest degree 
of immunity was found amongst the “cattle” groups, that is to 
say, amongst those who were closely associated with cattle. It was 
well known that tuberculosis was prevalent amongst the cattle in 
this part, and it would appear that the inhabitants had become 
partially immunised by drinking their milk. Amongst those people 
not intimately associated with cattle, particularly amongst the 
slave group in the South, infection meant a severe reaction and, 
usually, death. Here there was a very low standard of living. 
Attention was being called to this group of 4 at present, 
as many were employed by the ground-nut staff. It was obvious 
that they had not got enough immunity to withstand infection, 
and he asked the question, “What can be done to help these 
people?” The Colonies were mostly self-supporting, but they had 
not enough money to tackle this problem. The one solution that 
seemed possible at the moment was the use of B.C.G. vaccine. 

The President thanked Dr. Gilmour for his paper and the in- 
teresting account which he had given of his very wide experience 
of the tuberculosis problem in various parts of the world. It would 
appear from his remarks that long experience of the infection in 
a community seems the only way to combat i, unless some drug 
could be discovered which would have a direct bearing on the 
subject. It was a long drawn battle for a community waiting to 
build up its resistance. Dr. Taylor wondered if, in addition to 
the herd immunity, there was some valuable genetic factor in a 
population which might make some families more liable to infec- 
tion than others. 

Dr. Holt called attention to the similarity between the position 
in Uganda and that of this country one hundred years ago. 

Dr. Proctor, who had spent 20 years in Kenya, pointed out 
that tuberculosis was one of the principal social problems of that 
country. It seemed strange that a considerable amount of money 
could be found to combat leprosy, but not to deal with tubercu- 
losis, although the latter was by far the more serious problem. 
He hoped that the use of B.C.G. vaccine might prove to be helpful, 
as it was almost impossible in countries like Tanganyika to improve 
conditions under present circumstances. 

Dr. Battersby pointed out that tuberculosis could not be tackled 
as a single problem in eastern countries, for often it was simply 
a terminal disease, being associated with such diseases as malaria, 
pneumonia, and kala azar. 

Dr. Hynd referred to the poor results obtained by surgical inter- 
ference in the course of treatment in countries, like Nairobi and 
Kenya. In his own experience he had found that surgery instead 
of helping hastened the end. 

Dr. Turner supported the views of Dr. Battersby that tubercu- 
losis was often closely associated with other diseases. He had found 
that in Malaya there had been a drop in the disease when 
measures ,to control the spread of malaria were introduced. 

Dr. Evans asked the very pertinent question, “If tuberculosis 
is reduced as a result of various measures, will racial immunity 
lessen to such an extent that the disease will again become a 
menace?” 

In reply, Dr. Gilmour agreed that if we were to eradicate tuber- 
culosis altogether, we would certainly lose our immunity. That 
state had almost been reached in certain parts of America at the 
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present time—hence the necessity for finding some vaccination of 
the B.C.G. type, which will give effective immunisation. B.C.G. 
vaccination was being carried out on a large scale in certain parts 
to-day—for example, amongst the Red Indians in America. It 
was too soon yet to forecast the results, but the protection given 
up to date had been reported in one source as “ terrific.” 

He agreed with Dr. Procter that economics had a lot to do with 
the spread of infection. The low rate of tuberculosis amongst the 
“cattle” race in Uganda which he had referred to could be quite 
well accounted for by the fact that they received better food, e.g., 
milk and milk products, than the other race, which lived on car- 
bohydrates only. He had recommended the use of B.C.G. vaccine 
in Uganda for imported labour. At the same time he had em- 
a that all labourers must be housed properly and adequately 
fed. 

vote of thanks was accorded to Dr. Gilmour on the motion 
of Dr. Wood Wilson, who said he had not only given a masterly 
summary of the present-day position regarding tuberculosis, but 
had given also some indication of what can be done in the future. 


NORTH-WESTERN M. & C.W. AND SCHOOL HLS. 


President: Dr. J. FE. Spence (M.O.EL, Eccles M.B., Divl. M.O., 
Lancashire). 

Hon. Secretary: Dr. E. M_ Jenkins (Chief A.S.M.O., Manchester 
C.B.). 

A committee meeting was held at the Public Health Department, 
Town Hall, Manchester, on Friday, November 4th, 1949, at 4.15 
p.m. Present: Drs. Bennett, Butters, Cliff, Spence, Wilkinson, 
Jenkins. 

Consideration was given to the programme for the ensuing 
session. 

Then followed a general meeting of the sub-groups, attended 
by ten members 

The retiring President, Dr. H. G. M. Bennett, introduced with 
a few very apt remarks the new President, Dr. J. E. Spence, who 
was duly installed. Dr. Bennett reminded the Group that Dr. 
Spence had been Secretary of the main North-Western Branch for 
17 years, and was responsible for founding the Sub-Group some 
years before the last war. 

Dr. Spence then gave a talk on his work in the Public Health 
Service during the past 37 years (to be published in our next issue). 
He related many interesting experiences and explained how the 
work of the School Health Service was carried on in the most difficult 
conditions in the early years of its inauguration. 

A vote of thanks to the retiring President was proposed by 
Dr. Wilkinson and carried unanimously. 

It was agreed that representatives of the Group on the main 
Group Councils should be asked from time to time to give an 
account of the business conducted at the Council meetings. 


UNIVERSITY OF LONDON 
A. H. Bycorr 1950 


Application is invited from registered Medical Practitioners who 
are at present in, or intend to enter, the Public Health Service, 
for the above Scholarships. Three Scholarships are offered, each 
of the value of about £100, tenable at the London School of Hygiene 
and Tropical Medicine for one year for the course for the Academic 
Postgraduate Diploma in Public Health. Application must be made 
by May Ist. Application forms and further particulars may be 
obtained from the Academic Registrar, University of London, 
Senate House, W.C.1. 


Public Health is the Official Organ of the Society of Medical 
Officers of Health and a suitable medium for the advertisement of 
official appointments vacant in the health service. Space is also 
available for a certain number of approved commercial advertise- 
ments. Application should be made to the Executive Secretary of 
the Society, at Tavistock House South, Tavistock Square, W.C.1. 


Subscription 31s. 6d. per annum, post free, in advance. 
Single copies 2s. 6d. post free. 


Official classified advertisements are charged at 2s. 6d. per line or 
part of a line. Minimum charge 15s. 


Telephone: Euston 3923. 


Telegrams: Epidauros, Westcent. 
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Mutual fidelity was the salvation of Damon 
and Phintias— only the timely presence of the 
one redeemed the other’s life. 


There are many Damon-and-Phintias-like interdependences 
among nutrients—essential food factors whose usefulness 
depends upon their timely mutual presence in the diet. 

And each new discovery of the importance of these 
nutritional interdependences gives added emphasis to the 
rightness of Complevite’s formula. 

Based on the body’s need for nutritional completeness, 
Complevite makes sure that no nutrient is wasted because of 
the absence of its complementary factor. It is designed to 
make good the deficiencies in the average diet which surveys 
have revealed, and contains the most important vitamins and 
minerals in quantities adjusted to meet the average needs, 
Complevite is invaluable in cases of dietary deficiency, in 
convalescence, and for patients on special diets _It is the only 
preparation which contains these vitamins together with 
adequate amounts of mineral salts. 


COMPLEVITE 


a single supplement for multiple deficiencies 


The recommenicd acult daily dose trovides : 
vitamin A 2,000 i.u. | vitamin C 2¢ mg. | iodine not less 
vitamin 1D 300 i.u. | calc. phosph. 48¢ mg. | manganese 10 
1 vitamin B, 0.6 mg. | ferr.sulph.exsic. 204 mg. | copper p.p.m. each 
Phintias, condemned, asked leave to go and arrange his 
affairs. Damon offered his life as surety for his friend’s 


return. Returning only just in time to save Damon, this VITAMINS LTD., UPPER MALL, LONDON, w.6 ry’) 


faithfuiness was rewarded with Phintias’ pardon. 
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to the 


Health and Welfare 
of 


Industrial Workers 


A complimentary copy of this up-to- 
date treatise dealing with the causes and 
prevention of Industrial Dermatitis, will 
be sent to those giving their professional 


status. 
Apply to 


ALEXANDER DUCKHAM & CO. LTD. 
346 Kensington High Street, London, W.14 
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Dental Clinics, Hospitals and : 
Public Health Services | 


We specialize in the manufacture of Dental 
Electrical Equipment, Furniture, Instruments 
and Sundries for equipping and completing 
Dental Clinics, Hospitals, etc. 


We shall be happy to supply illustrations, 
details and full particulars, also to submit 


quotations for complete outfits or otherwise. 


t You are cordially invited to visit our show- 
rooms or write to us, when we shall be glad 
| to discuss the question of planning and advise 

you as to the most suitable equipment to 
meet your requirements. 


Please apply for further information or an 
appointment for personal interview if desired. 


THE DENTAL MANUFACTURING CO., LTD. 


Head Office and Showrooms 
Brock House, 97 Great Portland Street, W.1 
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ACTION WANTED 


the dangers of food poisoning grow daily! 


Bacteria obtained Washing-up water 
from untveated washing-up water treated by the Deosan Method 


Reports and inquiries in plenty have brought this urgent matter 
out into the open and shown the causes. But only action can stop 
constant outbreaks of dangerous sickness ! 


One good thing can be done. ‘The adoption of the Deosan Method 
of Catering Hygiene in catering establishments is the proven way 
of preventing the spread of infection by utensils from kitchen 
to dining table. 


‘The Deosan Method is based on the two requirements essential for 
complete cleanliness : the rapid removal of visible dirt and grease, 
the quick destruction of invisible germs. It achieves both—in the 
washing-up water, in one labour-saving operation. ‘There you 
have it. A sure, easy, scientifically approved method involving no 
extra work, protecting catering reputations, providing a more-than- 
<dequate answer to this growing threat of epidemic infection 
wherever many people eat together. 


the Deosan method 
of catering hygiene 


Everyone concerned with the supervision of food preparation 
and service to the public is invited to write for full details. 


DEOSAN LIMITED, 345 GRAY’S INN ROAD, LONDON, W.C.1 
(Associate Company of Milton Antiseptic Limited) 
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The tens of millions of the Allied armies and 
air forces were protected from infection by 
their drinking water being made safe by the 
Metafilter. 

The method is simple and sure and the filter 
is completely cleaned in a few minutes by 


simple reversal. 
Sizes from 1 gallon to 10,000 gallons per hour. 
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M ETAFILTRATIO J ie 


THE METAFILTRATION COMPANY LIMITED, BELGRAVE = HOUNSLOW, UN) 


EFFECTIVE ERADICATION OF 
Head Lice and Nits... 


LIEE Semprolia in either form provides an effec- 
tive and pleasant disinfestation treatment, 

without need for combing. 

© Semprolia is applied by simple massage into 

the scalp. 


® Semprolia is economical, only one half to two = 
drachms required for each application. 
®@ Packs for clinic use and hospital treatment are available. a 
Prices and samples sent on request. g | 
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MEDICATED (LETHANE) HAIR OIL N.F. 
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STEMCO LTD., 128/132 ALBERT STREET, CAMDEN TOWN, N.W.1. = 
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“It’s that 
Disinfestation 


ZALDECIDE/D.D.T. QUICKLY KILLS BUGS, COCKROACHES, FLIES, SILVERFISH, 
CRICKETS, AND OTHER INSECTS. ZALDECIDE is made in powder and fluid form so 
you can use either according to circumstances. Not only does ZALDECIDE destroy insects — it 
prevents re-infestation. If you have any infestation problems write to Newton, Chambers & Co. 


Limited, Thorncliffe, Sheffield. 


+ZALDECIDE FLUID 


Triple action—quick 
paralysis of insect — pene- 
trating vapour action— 
persistent contact action 
— leaves an invisible film, 
fatal to insects crawling 
over treated surfaces. 
From per gallon 
according to size of con- 
tainer, and quart tins 4- 
each. 


by 


NEWTON, CHAMBERS AND COMPANY LIMITED, THORNCLIFFE, Near SHEFFIELD 


ZALDECIDE POWDER —> 


For use in kitchens and 
food stores, where liquid 
insecticides are not recom- 
mended. Coloured to make 
it easily recognisable. 30- | 
per case of 6 tins, each tin | 
containing approximately 
6 lbs. 8 ozs. Single tins, 6- 
each, 
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IN 1894, the year of Roux’s classical paper 
on the serum treatment of diphtheria, The 
Wellcome Research Laboratories were founded 
and produced the first commercially issued 
antitoxins. This, the initial step on a path of 
ceaseless research, led to the special process 
of serum refinement and concentration evolved 
in 1939 by workers in these Laboratories. 


ORIGINAL CONTAINERS OF ANTI-DIPHTHERITIC SERA, AND PRESS ANNOUNCEMENT OF 1895 


Leadership 


TODAY, this process is universally recognised as the method for 
preparing antitoxic sera. The final product, consisting of a solution of 
enzyme-refined globulins, contains the minimum amount of non-specific 
protein. All ‘Wellcome’ antitoxic sera for human use are made by 
this process. In addition they are subjected to exhaustive tests for 
potency and purity before issue. 

The following ‘WELLCOME’ brand ANTIToxIC SERA are available: 
DIPHTHERIA ANTITOXIN, GAS GANGRENE ANTITOXIN (perfringens), 
MIxeD GAS GANGRENE ANTITOXIN, TETANUS ANTITOXIN, STAPHYLO- 
coccus ANTITOXIN, STREPTOCOCCUS ANTITOXIN—SCARLATINA. 


“WELLCOME, REFINED ANTITOXIC SERA 


PREPARED AT THE WELLCOME RESEARCH LABORATORIES 


SUPPLIED BY 


BURROUGHS WELLCOME & CO. (THE WELLCOME FOUNDATION LTD.) LONDON 
ASSOCIATED HOUSES: NEWYORK MONTREAL SYDNEY CAPETOWN BOMBAY SHANGHAI BUENOS AIRES CAIRO 


Printed by H. R. Grubb, Ltd., Croydon, and Published by The Society of Medical Officers of Health, 
Tavistock House South, T avistock Square, W.C.1. 
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